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с автор Мария Рохова
Широкообхватен, компетентен и интересен поглед към 
миграционните процеси на здравните професионалисти на 
Румъния
„Криза на здравните човешки ресурси“ – така в световен план през 
последното десетилетие се характеризира дефицитът на здравни 
професионалисти, оценен като проблем, който може да се окаже 
критичен за функционирането на системата и за постигането на 
целите на здравната политика. След публикуването на The World 
Health Report през 2006 г. е почти задължително всяко изследване 
и публикация, посветена на човешките ресурси в здравеопазването, 
да припомни оценката на СЗО за глобалния дефицит от 4.3 мил. 
здравни специалисти. Всъщност, според доклада A Universal Truth: 
No Health without a Workforce от 2013 г.на Global Health Workforce 
Alliance (GHWA), дефицитът е вече над 7 мил., а до 2035 г. се очаква 
да достигне 12.9 мил. 
Противно на очакванията, Европа също вече изпитва осезаеми 
диспропорции в търсенето и предлагането на здравни кадри. Според 
оценки на Европейската комисия от 2012 г. недостигът в Европейския 
съюз до 2020 г.се очаква да достигне 1 мил. здравни работници (от 
тях 230 хил. лекари, 590 хил. медицински сестри) и дори 2 мил., ако 
се вземат предвид дългосрочните грижи и спомагателните професии. 
Ситуацията, а още в по-голяма степен – прогнозите, са повече от 
обезпокоителни, те са тревожни. Това прави темата „гореща“ и 
обяснява нарастващия поток международни изследователски проекти, 
програми, съвместни и индивидуални проучвания върху различни 
4аспекти на динамиката на човешките ресурси в здравеопазването и в 
частност, тези в Европейския съюз. 
И именно в този поток успешно се вписва, а в същото време – и откроява, 
настоящата книга на един млад, но с опит в изследователската работа 
и участие в международни екипи, автор. Изследването на Мария 
Рохова, Mobility of Health Professionals: Trends, Patterns and Attitudes 
in Romania (“Мобилност на здравните професионалисти: тенденции, 
модели и нагласи в Румъния”) е основана върху работата й в 
рамките на мащабния проект, финансиран от ЕК, върху мобилността 
на здравните професионалисти Mobility of Health Professionals - 
MoHProf. Като цяло проектът, както и последвалите го публикации, 
са посветени на здравните системи и системите на човешки ресурси 
в здравеопазването, работните условия, моделите на мобилност на 
здравните кадри в, от и към двадесет и пет страни, европейски и 
извън Европа, намиращи се „на кръстопътя на сериозна криза“. 
Настоящата разработка отразява самостоятелната задълбочена 
аналитична работа на автора върху една от тези страни, Румъния. От 
гледна точка на избора на тематика, концептуалната рамка, общата 
структура и подходите при композиране на анализа, изследването се 
вписва добре в литературата по въпроса, тъй като те в голяма степен са 
зададени в рамките на проекта. Но това, което го откроява, е изборът 
на страната и собственият почерк, задълбочеността и аналитичността 
при изпълнението на изследователските задачи.
Изследването е интересно, любопитно и заслужава внимание на 
търсещия отговор на сложните въпроси читател по няколко причини.
В книгата се анализират тенденции, предоставят доказателства 
и търсят отговори на основни въпроси относно международната 
миграция на здравните професионалисти от перспективата на страна 
– членка на ЕС, присъединила се към съюза най-късно, страна, със 
значителни вътрешни диспропорции и проблеми, представител на най-
големите „износители“ на специалисти. Като се изключи последното, 
по всичко останало нашите две страни са сходни и това прави 
разработката особено интригуваща за българския читател. Както 
става ясно от запознаването със съдържанието, в много конкретни 
тенденции, характеристики, картината, която се очертава, е сходна с 
5тази в България: недостатъчно ресурси за здравеопазване; ограничени 
бюджети; слаба наситеност с някои видове професионалисти (напр. 
сестри и общопрактикуващи лекари); значителни регионални 
диспропорции; ниски доходи на здравните специалисти; недостатъчно 
благоприятни работна среда и възможности за развитие на кариерата; 
липсата на стратегия и инициативи за задържането на здравните 
специалисти, както и обмислена и целенасочена политика, адресираща 
brain drain. Аналогични са и тенденциите студентите-медици да 
подготвят стратегии за емигриране още в процеса на следване, което 
е разрушително за здравната система, в която те се образоват, особено 
в по-дълъг период. Влизането на Румъния, както и на България, 
в ЕС води до критични дефицити и в двете страни, особено на 
лекари, поради масовата, при това перманентна, емиграция на тези 
специалисти, което поставя на изключителен риск устойчивостта на 
здравната система във всяка от двете страни. 
Но книгата е написана на английски език и международният читател 
получава един интересен професионален продукт. Близостта до 
изследваната реалност и въвлечеността в процесите, протичащи в 
нея, като правило водят до известна доза пристрастност. Обратно, 
дистанцията, която е налице в случая, позволява по-голяма доза 
обективност, непредубеден и неповлиян от нормативни оценки 
анализ на действителността. Но в същото време средата, макар 
и различна, е твърде сходна и вместваща се в познатите на автора 
белези – Румъния и България са страни с обща историческа съдба 
и аналогичен път на развитие. Тази двойственост едновременно 
улеснява и усложнява изследователския процес, но Мария Рохова се 
е справила изключително убедително и това несъмнено прибавя към 
достойнствата на настоящата книга.
В съдържателен план книгата предлага задълбочен, широкообхватен 
преглед, анализ и научен коментар на състоянието и тенденциите 
на човешките ресурси в здравеопазването на източноевропейската 
страна: миграционната политика на Румъния и нейното влияние 
върху мобилността на човешките ресурси, състоянието и проблемите 
на здравната работна сила и на миграционния профил –входящите 
и изходящи потоци на здравни професионалисти. В тази част 
6изследването се основава, както би могло да се очаква съгласно 
възприетата аналитична рамка, на задълбочен литературен обзор на 
достъпни национални и международни публикации, разнообразни 
бази данни и световната мрежа.
Най-интересната част на книгата, обаче, се съдържа в четвъртата 
глава, резултатите от качественото проучване. То се основава 
на дълбочинни интервюта с представители на основните групи 
заинтересовани лица (здравни професионалисти на микро равнище 
и различни здравни асоциации, съюзи и институции на национално 
равнище), които позволяват триангулация на данните. Експертизата 
и нагласите на интервюираните относно мобилността и нейния 
ефект върху състоянието и динамиката на здравната система допълва 
количествените данни и им придава в известна степен смисъл и 
обяснение, позволява да се анализират мотивите, основанията, 
социалния контекст. Така става възможно да се направят важни 
заключения относно конкретното съдържание на факторите на 
привличане – pull factors (свързани с приемащите страна и причините 
те да мотивират отделни специалисти или групи да напуснат 
собствената си страна) и факторите на отблъскване - push factors 
(произхождащи от изпращащата страна и стимулиращи нагласите за 
напускане). И тук трябва да оценена още една щриха на добавената 
стойност от авторовите усилия: става дума за предизвикателства, 
понякога чисто технически, при реализиране на подобен род 
проучвания на чужд език (не може да се очаква, че респондентите 
винаги ще са готови да споделят своето отношение и нагласи на 
английски език). 
Многобройните изследвания на здравната система и системата на 
здравни човешки ресурси, техните проблеми и предизвикателства 
напоследък подчертават важността не само на долавяне и очертаване 
на тенденциите, но и достигане до заключения относно причините 
и факторите, обуславящи тези тенденции. Само чрез подходящо 
съчетаване на количествените и качествени методи на анализ става 
възможно подплатяването с достатъчно доказателства на сложния 
процес на вземане на решения. Традиционният анализ на данните 
и литературните източници трябва да бъде допълнен с анализ на 
7мненията, мотивите, нагласите, личните обстоятелства, които влияят 
на специалистите в здравеопазването. Настоящата книга представлява 
един чудесен пример за това, как общата картина може да придобие 
повече смисъл и по-голяма яснота, ако изследователят си преследва 
целта и задачите добросъвестно, компетентно и талантливо. Тя, 
надявам се, ще бъде полезна и като източник на информация, и като 
пример за подражание за всеки при изпълнение на собствения му 
професионален проект.
20 юни 2016 г.    проф. Стефка М. Коева, д.ик.н.
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Мобилността на здравните професионалисти – едно от 
предизвикателствата пред съвременните здравни системи
Монографичният труд „Мобилност на здравните професионалисти: 
тенденции, модели и нагласи в Румъния“ с автор Мария Рохова 
е посветен на едни от най-актуалните въпроси в развитието на 
човешките ресурси в здравеопазването – мобилността на здравните 
професионалисти и влиянието на този феномен върху здравните 
системи. Той включва и причините, поради които се наблюдава 
засилване на този процес в Европа и в света, както и  индивидуалните 
мотиви, които са причина за миграцията.
Здравните професионалисти са най-значимият ресурс за всяка здравна 
система, а разходите за труд са най-големият разход в системата като 
цяло. Съвременните проучвания и прогнози привеждат множество 
доказателства за това, че именно наличието на достатъчно здравни 
професионалисти, тяхната квалификация и условията за нейното 
непрекъснато поддържане и повишаване са от първостепенна важност 
за осигуряване на навременно и качествено здравно обслужване 
на населението. В повечето страни в Европа обаче се наблюдава 
недостиг на лекари, медицински сестри и други медицински 
специалисти, както и големи регионални диспропорции в тяхното 
разпределение. Прогнозите на Световната здравна организация са, че 
тези обезпокоителни тенденции ще продължават да се развиват и да 
се задълбочават.
9Причините за недостига на медицински персонал са много и тяхното 
действие е комплексно. Една от тях е емиграцията на здравни 
професионалисти. Политическите промени, довели до свободно 
движение на хора в Европа, първоначално дават мощен тласък на 
миграцията. Икономическите кризи и териториалните диспропорции 
в икономическата среда обичайно са свързани с интензивни 
миграционни процеси. Присъединяването на Румъния и България 
към Европейския съюз и признаването на дипломите за висше 
образование на здравните професионалисти се превърна в мощен 
катализатор за тяхната миграция. Подсилена от редица специфични 
характеристики на здравните системи и икономическите условия в 
двете държави, емиграцията се развива интензивно в последните 
години. Вътрешната миграция и особено емиграцията на здравните 
професионалисти представляват сериозно предизвикателство за 
Румъния и България.
Изследването на мобилността на здравните професионалисти в 
Румъния започва още през 2008 г. в рамките на проекта Mobility 
of Health Professionals (MoHProf). Проектът е финансиран от 
Европейската комисия по Седма рамкова програма. В него са 
включени 25 страни, които обхващат Европа, Северна Америка, 
Азия и Африка, като основният акцент е миграцията на здравните 
професионалисти от и в Европейския съюз. Една от тези страни е 
Румъния. Авторът – Мария Рохова продължава изследването и 
след приключване на проекта. То е разширено с нови проучвания в 
областта на миграцията на здравните професионалисти в Румъния, 
актуализирано е и обогатено с нови анализи и информация.
За постигане на целите на изследването тя комбинира умело 
количествени и качествени методи, като поставя акцент върху 
качествените (дълбочинни) интервюта. В проучването са включени 
както основните заинтересовани страни на национално ниво (експерти 
от Министерство на здравеопазването в Румъния, Националната 
здравноосигурителна каса, представители на съсловните организации 
и др.), така и студенти в медицински университети, здравни 
професионалисти, работещи в Румъния, и такива, работещи в други 
държави. Този подход позволява да се генерира нова качествена 
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информация, която да даде обяснение за мотивите и движещите 
сили на мобилността и да допълни наличните статистически данни и 
наблюдаваните тенденции. Авторът успява да постигне поставените 
цели  като представя, анализира и обобщава множество изследвания 
относно миграцията на здравните професионалисти, както и като 
добавя нови знания относно този феномен. Именно в това се състоят 
и най-големите приноси на настоящия монографичен труд.
Структурата на монографията включва въведение, четири логически 
свързани глави, заключение, използвана литература и приложения.
В първа глава са представени политиките, свързани с имиграцията в и 
емиграцията от Румъния в контекста на присъединяването на страната 
към ЕС. Наред с това, са разгледани двустранните споразумения, 
подписани от Румъния, които имат отношение към набирането на 
персонал в различни държави. Анализирани са и други политики като 
например такива, свързани с трудовия пазар, здравеопазването и т.н., 
които оказват пряко или косвено въздействие върху миграцията на 
здравните професионалисти.
Във втора глава е направен  анализ на тенденциите в количествените 
характеристики и осигуреността на Румъния с медицински 
специалисти. Представени са предимствата и недостатъците 
на системата за медицинско образование в страната, както и на 
самата здравна система, които могат да бъдат интерпретирани като 
фактори, които стимулират или „задържат“ миграцията на здравните 
професионалисти.
Трета глава е посветена на въпросите за миграцията в и от Румъния. 
Наред с общите тенденции, се обсъждат и изследвания върху 
мобилността на здравните професионалисти. Анализирани са 
миграционните процеси в страната, очакваните тенденции и връзката 
им с други геополитически и икономически процеси.
Четвърта глава логично завършва монографичния труд, като в нея са 
представени резултатите от проведените качествени (дълбочинни) 
интервюта. Разгледани са мотивите, които стимулират емиграцията 
на здравните професионалисти в Румъния, както и нагласите към 
мобилност на следващото поколение (студенти по медицина, дентална 
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медицина и здравни грижи).
Монографията отговаря на изискванията на Правилника за развитие 
на академичния състав на Медицински университет – Варна. Тя се 
характеризира с актуалност и задълбоченост, комплексно разглеждане 
и анализиране на проблематиката, цитиране на над 120 чуждестранни 
източници, включително и доклади и изследвания на престижни 
международни организации и институции като Световната здравна 
организация, Световната банка, Организацията за икономическо 
сътрудничество и развитие, Организацията на обединените нации, 
Евростат и др. 
За качеството на монографичния труд допринася и опитът на автора 
през последните четиринадесет години в работата по научно-
изследователски и приложни проекти в областта на здравеопазването 
и образованието, както и експертният опит в областта на здравната 
политика и здравния мениджмънт.
Монографията има значима практическа и теоретична стойност и е 
свидетелство за траен интерес и придобит опит в изследването на 
мобилността на здравните професионалисти. Тя е интересна и полезна 
както за експерти в областта на миграцията, така и за специалисти, 
които се занимават с предизвикателствата пред управлението на 
човешките ресурси в здравеопазването.
Изследването на глобалните процеси в областта на мобилността 
на здравните професионалисти и търсенето на гъвкави решения за 
управлението на човешките ресурси и на здравните системи като 
цяло, са основен приоритет на правителствата и международните 
организации. Ето защо настоящият монографичен труд е един 
професионален отговор на актуалните въпроси по темата. И което 
е по-важно – той е  инструмент за разработване на стратегии за 
преодоляване на съществуващите неравенства, за постигане на по-
добър достъп и качество на здравни грижи, както и до по-голяма 
удовлетвореност от работата на здравните професионалисти.
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The migration of health professionals within and between countries 
is a growing phenomenon worldwide. This migration affects provision 
of services, quality of care, and distribution of staff across health care 
establishments, regions and countries (Diallo, 2004). Globalisation 
and liberalisation of regional labour markets accelerate the migration 
processes.
There are different types of migration: 
• internal migration - describes movements of health personnel 
within national borders, between rural and urban areas, for example; 
• international migration - describes movements of health workers 
who temporarily or permanently settle abroad;
• return migration - includes migrants who return in home country 
and continue to work in health care and has mainly positive effects 
on health systems. A special form of this migration type is circular 
migration.
Health workers migrate from developing or less developed to developed 
countries to improve their socio-economic status or for the purpose of 
career development (Rutten, 2009). These outfl ows (permanent emigration 
of health professionals) are usually associated with so-called medical 
“brain drain” which causes the unique problem of severe workforce 
shortages in home countries’ health systems. The permanent departure 
of skilled labour might deplete the human capital of sending countries, 
thus, reducing the possibility for economic growth and raising the level of 
inequalities and poverty in those countries (Forcier et all., 2004). Because 
of this, international migration of health workers has become one of the 
major topics on health policy agenda. 
The migration of young health professionals is very important issue for 
European health systems. If it is only temporal or circular migration, it 
could be benefi cial for both receiving and sending countries; but in case 
of permanent emigration, it could be interpreted as a loss of human capital 
and a loss of investments in education and specialization.
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Socio-economic and demographic context in Romania
Romania has experienced a long and diffi cult transition during the last 
26 years. After the communist regime fall in 1989, there were signifi cant 
changes in political and economic model in the country concerning 
also health system. After 1989, Romania has made a great progress in 
institutionalising the democratic principles, civil liberties, and respect for 
human rights. The Constitution of Romania guarantees private property 
rights and market economy.
Romania joined the European Union (EU) on January 1, 2007. The prospect 
of becoming an EU member state constituted a solid external anchor for 
transformation of the country. But the integration process is not completed. 
The reform agenda remains important and structural adjustments need to 
continue to ensure sustainable convergence with the EU.
Romania is classifi ed by the World Bank as an upper middle-income 
country with gross national income per capita of USD 7 930 in 2008. 
Romania’s economic performance was remarkable till 2009, although 
important vulnerabilities remain. Romania steadily converges in income, 
competitiveness and living standards towards the EU, but the gap remains 
large. The economic performance of the country was impressive between 
2000 and 2008 - infl ation and interest rates declined steadily, foreign 
exchange reserves increased to historic highs and external debt was held 
to comfortable levels. The export growth became vigorous. Progress 
in economic reforms was translated into robust annual Gross Domestic 
Product (GDP) growth, averaging 5–6%, for eight consecutive years till 
2009. In 2007, the real GDP per capita reached 42% and in 2008, it was 
around 45% of the EU average. Among the 27 EU countries, Romania 
took 26th place in 2008, followed only by Bulgaria, according to real GDP 
per capita (Eurostat, 2009). 
In 2009, after eight years of rapid economic growth and impressive gains 
in poverty reduction, the shockwave of the global economic crisis affected 
Romanian economy. In 2013, there was slightly recovery of the national 
economy and economic growth accelerated to 3.7% in 2015 from 2.8% 
in 2014, driven by domestic demand. Romania marked one of the highest 
growth rates in the EU in 2015 (World Bank, 2016). Now, Romania’s 
macroeconomic situation is assessed as stable, with low infl ation and 
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external defi cits, but according to the World Bank, risks are important. 
Gradual improvements in labour demand and recent wage policy changes 
have led to rapid increases in wages. Economic growth has had also 
positive impact on employment.
After the early 1990s, demographic trends in Romania show continual 
population decline that is supposed to accentuate in the future. The negative 
values of natural increase, associated to those of external migration, led to 
a considerable diminution of country’s population. Demographic changes 
in Romania are a result of several basic developments:
• birth rate is low and further decreasing as a result of different socio-
economic factors;
• death rate is close to the rate in EU countries but there is an increasing 
trend;
• life expectancy at birth increases slightly but still remains at the 
lowest levels among the EU countries.
In the context of economic transition, Romanian labour market knew 
signifi cant changes in terms of main labour force indicators’ volume and 
structure. In recent years, the active and employed population has been 
diminishing; the population’s participation in economic activity has been 
decreasing. The proportion of the elderly in Romania has been increasing 
and the proportion of the youth diminishing. The ageing effects on labour 
market occurred after 2008 when the working age population include 
smaller generations born after 1990. These demographic trends will have 
the effect of increasing work pressure in the future and putting even more 
strain on working conditions in health sector. At present, demographic 
model tends to cope with the model of European developed countries, but 
the pace is regulated by the dynamics and effectiveness of reforms in the 
economic and social fi eld.
Despite the improvement of some health indicators in recent years, there 
is still signifi cant difference between health status in the country and in 
the EU member states. Life expectancy in Romania has been increasing 
since 1997; the infant and maternal mortality has been diminishing. But 
the standardised death rate for all ages in Romania is higher than the EU 
average. In 2012, it was 901.31 per 100 000 people or around 55% higher 
22
Maria Rohova
than the EU average (WHO EURO, 2016). In the recent years the leading 
causes of death were cardiovascular diseases, cancer, digestive diseases, 
injuries and poisoning. Romania has a health profi le comparable to the 
developed countries and a relatively high burden of chronic diseases.
Social health insurance plays a central role in the Romanian health 
system. Since 1998, the national budget for health care has had two 
major sources: state budget and National Health Insurance Fund (NHIF), 
with the latter representing more than two-thirds of the total health care 
budget. The introduction of health insurance scheme has increased public 
expenditures and total expenditures on health. The general trend of health 
expenditure as share of GDP was increasing in the last years. Between 
1999 and 2013, health expenditures fl uctuated between 4.22% and 5.95% 
of GDP and in 2013 they were 5.34% (WHO, 2016). Between 2009 and 
2012, health expenditure in real terms decreased on average by 0.6% due 
to cuts in the health workforce and salaries, reductions in fees paid to 
health care providers, lower pharmaceutical prices, and increased patient 
co-payments. The annual average growth in per capita health expenditure 
in real terms was 0.4% in 2009-2012 compared to 9.1% in 2000–2009 
(World Bank, 2016). Romania still have a percentage of GDP spent on 
health which is considerably lower than in all neighbouring countries, EU 
member states and almost all countries in the WHO European Region.
Health workforce in Romania
One of the main challenges for human resource management in Romania 
is the unequal geographical distribution of medical staff. There are 
signifi cant imbalances in the territorial distribution of physicians. Most 
of health professionals are concentrated in the big university towns 
(Bucharest, Cluj-Napoca, Timişoara etc.) or in the most economically 
developed districts (from Transylvania and Western Romania). There are 
also signifi cant imbalances in distribution of specialists between urban 
and rural areas. This situation is associated with the lack of effective 
incentives offered for physicians to work in rural or deprived areas. Public 
health care establishments have diffi culties in hiring the necessary health 
professionals due to the lack of fi nancial resources. According to the 




Since 2000, there has been an increasing trend in the number of physicians 
in Romania (NIS, 2016). Although the number of physicians has been 
increasing, it is still comparably low in comparison with European 
countries, as well as with the neighbouring countries.
In Romania, the most important health professionals’ defi cit is of medical 
doctors and nurses. This problem was confi rmed from all respondents, 
interviewed during the macro level phase of the research. The biggest 
defi cit of specialists is in intensive care and paediatric. Other specialties, 
mentioned in the interviews, are clinical laboratory, clinical pathology, 
cardiology, etc. The major part of this defi cit is due to emigration 
especially for intensive care. There are also problems with family doctors, 
psychologists, neurologists.
Despite of the increase in recent decade, the number of nurses in Romania, 
by European comparison, is low, almost at half of EU average, more than 
a half of EU-15 average and below the average of EU members since 
2004 (WHO EURO, 2016). In 2013 (the last available data), the number 
of nurses reached 580.8 per 100 000 inhabitants. There are several periods 
of decline in the number of nurses which are probably connected with the 
outfl ow of professionals both from the country and from the health sector. 
The midwife’s density in Romania has been declining since 1999 and in 
2006, it was 16.26 per 100 000 inhabitants, which was also far below the 
EU average (WHO EURO, 2016).
The social status of doctors and of other health personnel categories, especially 
nursing professionals, is low relating directly to their wages. Between 1999 
and 2008, the average salary in health and social work rose, but it was below 
the national average salary as calculated by the National Institute of Statistics 
(NIS). After 2009, there was a salary cut in the public sector due to the negative 
impact of economic crises on Romanian economy. In 2014, the net monthly 
salary in health and social work reached 1 697 lei RON or approximately 
EUR 382. The low salaries lead to professional dissatisfaction, outfl ow of 
health professionals, and request for informal out-of-pocket payments by 
patients. According to the interviews on macro and micro level, one of the 
main reasons for emigration is low salaries in Romania, especially in public 
sector and signifi cant higher remunerations abroad.
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Methodology of the study
This book presents the main results from a study about migration of health 
professionals in Romania. The study was a part of the Mobility of Health 
Professionals1 (MoHProf) project, funded by the European Commission 
within the Seventh Framework Programme and conducted between 
2008 and 2011. General objective of the project was to investigate and 
analyse current trends of the health professionals’ mobility, i.e. fi rst of 
all physicians and nurses, to, from and within the European Union. The 
national research was conducted in 25 countries worldwide (in- and outside 
EU), which are determined as predominately receiving or predominately 
sending countries. One of these 25 countries is Romania.
The presented research combines quantitative with qualitative methods 
but emphasises on the qualitative studies (in-depth interviews). The 
general idea of this approach is to put the focus on key stakeholders (health 
professionals at micro level and different health associations, unions and 
institutions at national level) in order to collect existing data and statistics, 
but fi rst of all to generate new qualitative data that can explain the statistics. 
The study is implemented in two phases:
• macro level research – this phase has two major tasks: to investigate 
the available statistics about migration, previous studies (desk 
research) and analyse existing policies and their impact on migration 
of health professionals; and to conduct in-depth interviews with 
representatives of institutions and organisations at national level as 
Ministry of Health, National Health Insurance Fund, associations of 
health professionals, scientifi c institutes, etc.
• micro level research – this phase is concentrated on conducting 
qualitative in-depth interviews with health professionals working in 
home country and with health professionals working abroad in order 
to investigate the attitudes toward migration, as well as reasons for 
leaving the country.
The objectives of the current study are as follows:
1. To analyse some quantitative data about supply of health professionals 




in Romania and statistics about general migration in and out of country.
2. To analyse the impact of current policies on health professionals’ 
migration.
3. To present data and information about in- and outfl ows of health 
professionals in Romania, including available statistics and previous 
studies.
4. To discuss the results from in-depth interviews with key stakeholders 
at macro level.
5. To analyse the results from in-depth interviews with Romanian health 
professionals and to summarise the factors fostering and preventing 
their emigration.
The approach is the same as described above and combines quantitative 
(analyses of available statistical data) and qualitative (in-depth interviews) 
methods. Detailed description of respondents and motives for including 
different groups in the sample are presented in chapter IV. 
Every chapter fi nish with a summary of so called push, pull, stick and 
stay factors. Push factors are related with factors in the source (sending) 
country that force individuals to emigrate; pull factors are attributed to 
destination (receiving) country and they attract individuals or groups to 
leave their home country. Stick factors infl uence people decision not to 
move (emigrate) or they “prevent” emigration; stay factors are related 
with destination country and they hinder the return migration.
This study does not discuss internal and cross-sectorial migration of 
health professionals in Romania. The discussion is limited to international 
migration and partly refers to return fl ows to the home country. The terms 
“health workers”, “health personnel”, “health workforce” and “health 







The development in health and migration policies refl ects the changing 
structure of Romanian society after the revolution in December 1989. 
Among the main factors that infl uenced the change in policy development, 
were the appearance of new social structures and processes, partial 
introduction of capitalistic relations, market systems and liberal democracy, 
the measures imposed by the European Union (EU) accession process and 
international funding agencies.
1.1. Immigration and emigration policies in Romania
Starting from January 2002, Romanians have acquired the right to travel 
within the EU-152 territory without holding a visa for the Schengen Area. 
Although circular migration had existed in the late 1990s, primarily to Italy, 
with the removal of the Schengen visa requirement circular migration of 
Romanians as ‘false tourists’ really took off. The Schengen arrangements 
have had a predictably aggravating impact on the informal economies of 
Europe - particularly those of Southern Europe (Baldwin-Edwards, 2005a). 
In other words, the removal of visa requirements reinforced circular and 
temporary emigration from Romania to the EU countries and most of 
emigrants were temporary employed mainly informally (until 2007).
Romania is an EU member state since 2007 and now the country is 
part of the European area of “freedom, security and justice” (The Treaty 
on European Union). Nationals from Romania have acquired rights of 
movement through the EU and partner states that are broader than those 
granted to other groups of migrants. 
The accession of Romania was a form of “quasi-regularisation” for its 
citizens who were formerly living under an irregular status in other 
EU member countries (OECD, 2008). But there were transitional 
2 The EU-15 comprises the following 15 countries: Austria, Belgium, Denmark, Finland, 
France, Germany, Greece, Ireland, Italy, Luxembourg, Netherlands, Portugal, Spain, Swe-
den, and United Kingdom.
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arrangements restricting the free movement of workers from the new 
EU-2 member states (Bulgaria and Romania)3. Labour market access for 
Bulgarian and Romanian nationals was restricted for 7 years, from January 
1, 2007. Transitional regulations also applied for short term cross-border 
services in some sectors. 
In the fi rst phase, all EU-15 countries except Finland and Sweden opted to 
restrict access to their labour markets for Bulgarian and Romanian workers. 
In contrast, Bulgarian and Romanian workers had the same advantages 
granted to the eight new member states since May 2004 in countries where 
restrictions had not been entirely lifted but where exceptions were allowed 
in order to give easier access to certain occupations.
In 2007, only Finland and Sweden fully opened its labour markets to 
Romanian and Bulgarian nationals. The situation with the other EU 
member states differed from country to country during the transitional 
period for Romania and Bulgaria (OECD, 2008; OECD, 2014; OECD, 
2015):
1. Belgium and Luxembourg had imposed restrictions to Bulgarians and 
Romanians – same as to the EU-8 member states: they must have 
a work permit but can benefi t from the faster processing to gain a 
permit for occupations where there is a shortage. The access to the 
Luxembourg labour market was subject to labour market testing. In 
Belgium, Bulgaria and Romania had more favourable conditions for 
granting work permits till the end of 2013 when the restrictions on the 
labour market access were terminated.
2. Greece applied a two-year transition period before granting labour 
market access to citizens of Romania and Bulgaria following their 
accession on January 1, 2007.
3. Hungary decided that its reciprocity measures vis-à-vis EU member 
countries should also be applied to Romania and Bulgaria. A 
3 The Accession treaties allow for transitional arrangements restricting the access to labour 
markets. Transitional measures can be applied to the Czech Republic, Estonia, Hungary, 
Latvia, Lithuania, Poland, Slovakia, and Slovenia (EU-8) and to Bulgaria and Romania 
(EU-2). Cyprus and Malta were granted full access. The transitional period is seven years, 
with two points along the way at which the situation has to be reviewed. A transition phase 
for EU-2 applied until 2014 with the following restrictions: preference of nationals, control 
of payment and work conditions, and progressive quotas.
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government decree in December 2006, concerning Romanian and 
Bulgarian citizens made their access to the labour market in Hungary 
subject to authorisation. However, in sectors of labour shortages an 
employment permit was automatically issued. Since January 2007, 
the government has been reviewing the labour market situation on a 
quarterly basis to amend the list of professions without labour market 
testing. These provisions have to be viewed in light of the fact that 
Romanians have accounted for about 50% of the infl ows of foreign 
nationals since 2000 (OECD, 2008).
4. In Italy, for Romanian and Bulgarian citizens, no real obstacles were 
imposed. Workers can be directly hired in key sectors (seasonal 
work, farming, tourism-hotel activities, domestic work and personal 
care, construction, metalworking, fi shing and maritime activities, 
entertainment). Management, high-skilled work and self-employment 
were unrestricted, too. Other occupations were also open with an 
approval of wage and contract conditions by the local foreigners’ 
offi ce.
5. The Dutch government decided not to open the labour market for 
nationals from Romania and Bulgaria in 2007.
6. Spain applied a transition period for citizens from Romania and 
Bulgaria following their accession to the EU. Labour market access 
required authorisation and registration, although it was not subject 
to any restrictions. The number of Romanian permit holders doubled 
from 211 000 at the end of 2006 to 506 000 by October 2007 (OECD, 
2008). The unfavourably labour market conditions in 2012 led the 
government to extend special transitional measures for Romanian 
citizens.
7. The government of Denmark decided that for workers from Bulgaria 
and Romania, same transitional regulations as for EU-8 shall apply 
and will be applicable in principle until May 2009.
8. In light of signifi cant infl ows following the 2004 EU enlargement, 
the Irish government decided not to give free access to nationals of 
Romania and Bulgaria. A decision to end the transitional arrangements 
on access to the labour market for Romanian and Bulgarian nationals 
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was announced in July 2012.
9. The United Kingdom also imposes a transitional period on citizens 
of Romania and Bulgaria. But the existing seasonal and lower-skilled 
work programmes (Seasonal Agricultural Workers scheme) were open 
exclusively to Romanians and Bulgarians.
Most EU-15 countries, however, had introduced sector-specifi c quotas 
for Bulgarian and Romanian workers during the fi rst phase of transitional 
arrangements. The decisions regarding extension of the transitional period 
in 2009 were taken in the context of a broadening economic downturn and 
rising unemployment in the EU. Some countries which had earlier hinted 
at eliminating restrictions chose to maintain them. At the beginning of 
the second phase, Greece, Spain, Hungary and Portugal lifted restrictions. 
Denmark stopped applying restrictions for EU-2 workers from May 1, 
2009. Notwithstanding these restrictions, every member state must always 
give preference to EU-8 and EU-2 workers over those who are nationals 
of a non-EU country. Many countries allow also unrestricted access for 
certain occupations (France, Italy and the United Kingdom) or grant 
facilitations such as quota or labour market test exemption in authorisation 
of employment. In some countries with a large informal economy, 
eliminating restrictions on access to the labour market was decided as 
a means of combating illegal employment of new EU citizens (OECD, 
2009). In December 2013, transitional arrangements for Bulgarians and 
Romanians expired.
Iceland, Lichtenstein, and Norway - members of the European Economic 
Area (EEA) - have adopted transitional arrangements concerning free 
movement of workers from the EU-8 and EU-2 countries in their labour 
markets, under the same scheme applying for the other EU member states 
(OECD, 2009). Norwegian government proposed a bill in January 2012 
to fully open its labour market for Bulgarian and Romanian workers. In 
Switzerland, restrictions on the labour market access of Romanian and 
Bulgarian nationals shall be applied until June, 2016 (OECD, 2014).
While negotiating EU accession, Romania wasn’t in position to reject the 
member states’ restriction of Romanian workers’ access to their markets for 
the transitional period. Romania sought alliances with other new member 
states in order to avoid the extension of such periods. In 2008, Romania, 
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Bulgaria, Hungary, Slovakia and Poland signed a common declaration, 
stating that the EU attention ”should be focused on actions towards a better 
administrative cooperation and elimination of still-existing barriers and 
hindrances in this regard (working mobility), which can be achieved in 
the framework of community legal regulations enforced”. The Romanian 
government participated in a debate concerning the European migration 
policy, having as priority the protection of Romanians working abroad 
(Ghinea, 2009).
Concerning the migration policies in Romania, changes in procedures 
were mainly a response to EU membership. After the 1991 legislative 
changes on refugees and asylum-seekers, almost all policy initiatives 
concerning immigration, emigration and border controls in Romania have 
been undertaken since 2000. Arguably, all have been dictated by the EU 
acquis, as a precondition for Romania’s accession to the EU and have 
made a considerable change in the management of migration and borders 
(Baldwin-Edwards, 2005a). These changes include the establishment of 
border controls, asylum law, immigration law, and the EU visa regime 
(Constantin et al. 2004). Visa restrictions vis-à-vis Turkey and Ukraine 
have been implemented since 2003. 
In 2006-2007, Romania continued to incorporate the legal provisions 
required by EU legislation. Legislative changes related also to long-term 
residence, humanitarian policy and free movement for EU nationals. 
New provisions were introduced, which related to the free movement for 
member states’ nationals and to the treatment of asylum-seekers as well as 
the expulsion of foreigners and mutual recognition of decisions taken by 
another member state. Beside the legislative changes, Romania has been 
adapting to the EU’s information systems. In 2007, Romania began to 
implement the EURODAC fi ngerprint database system.
In 2006, the refugee law was amended to allow participation in the EU 
fund supporting integration and protection measures. In the summer of 
2006, a new ordinance in Romania included measures to harmonise the 
treatment of asylum-seekers with EU norms. Romania has taken also steps 
to protect the victims of traffi cking by allowing them to stay temporarily 
and giving the authorities the chance to obtain evidence against the 
traffi ckers (OECD, 2008).
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In order to fully transpose the European acquis (Directive 38/2004/EC), 
the Romanian authorities adopted the Government Emergency Ordinance 
102/2005 on the free movement of citizens of the member states of the 
EU and EEA on  Romanian territory, with further modifi cations and 
completions4 (Mircea, Pristavu, 2008). 
Concerning third-country nationals in Romania, the following 
legislation applies (IOM, 2008):
1. Government Emergency Ordinance 194/2002 (republished and 
amended) on the regime of foreigners in Romania.
2. Law 56/2007 amending and completing Government Emergency 
Ordinance 194/2002.
3. Government Ordinance 44/2004 on the social integration of foreigners 
who have been granted a form of protection or the right to residence in 
Romania. The aim is to prevent and fi ght social marginalisation and to 
ensure their adjustment to the conditions typical of Romanian society.
4. Government Emergency Ordinance 55/2007 on establishing the Offi ce 
for Immigration of Romania, by reshuffl ing the Authority for Aliens 
and National Offi ce for Refugees.
5. Government Emergency Ordinance 56/2007 on working conditions 
for foreigners on the territory of Romania. The ordinance concerns 
employment and posting of foreigners to Romania, whereby a work 
permit can be issued at the employer’s request by the Romanian 
Immigration Offi ce.
The basic regulation regarding the entry, stay and exit of foreign citizens 
in Romania (Law regarding the aliens’ regime in Romania) entered into 
force as the Government Emergency Ordinance 194/2002. It represents 
the frame regulating admission on the Romanian territory, conditions 
for temporary or permanent stay and specifi c measures for the control 
of immigration (including illegal) in accordance with the obligations 
undertaken by Romania.
Since the accession to the EU, irregular migration has become one of 
the main challenges on Romanian migration agenda. The number of 




transit migrants has increased. Furthermore, Romania acquired new 
responsibilities in terms of management of irregular migration and human 
traffi cking. The new legislation aims at introducing legal, institutional, 
administrative and technical measures for implementation of the Schengen 
regulations. In 2011, a new National Strategy for Immigration Control 
was approved by the Romanian government. Romanian authorities have 
prioritised the following fi elds of migration policy: controlled immigration 
policy, prevention and fi ghting against irregular immigration, better 
asylum processing, and social integration of foreigners (OECD, 2013; 
OECD, 2014).
Non-EU (or non-EEA) nationals are permitted to engage in employment 
in Romania if they had acquired a work permit and a working visa/
residence permit. 
In general, there are 104 countries whose nationals must be in possession 
of visas when entering Romania (General Inspectorate for Immigration, 
2016). Visa gives its holder the right to enter the territory of the Romanian 
state. Citizens of states with whom Romania has signed agreements (58 
non-EU countries) are exempted from visa compulsion for the staying 
periods settled in these agreements. According to the purpose they are 
issued for, visas can be: transit visa; short stay visa; long stay visa; 
diplomatic visa and service visa.
Since 2009, the Romanian government has reduced the quota for work 
authorisations every year. The 2011 quota for work authorisations was 
set at 5 500, a decrease of 30% compared to 2010 and 3 times less than 
in 2008. However, only 2 700 work permits were issued in 2011, only 
half the quota. They were mainly granted for permanent workers and 
posted workers. Most immigrant workers came from Turkey, China and 
the Philippines (OECD, 2013). In 2012, Romanian government limited 
annual quota for posted workers for whom no social insurance is paid 
in Romania. For 2014 and 2015, the quotas were the same as in 2011, 
including 900 intra-corporate transfers and 900 highly skilled migrants 
(OECD, 2015).
The prospective employer has to request the work permit from the General 
Inspectorate for Immigration. The permit is granted if two conditions are 
met. First, no Romanian or EEA-citizen eligible or willing to work should 
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be available in a given position. Second, the migrant worker must fulfi l 
all the requirements concerning professional qualifi cations and experience 
needed (Ministry of Foreign Affairs, 2009).
In 2014, new legislation has been passed in conformity with EU regulations, 
as Romania prepares for joining the Schengen area. In November 2014, the 
so-called “Approval scheme” introduced stricter requirements for labour 
market tests and for the employers who seek to recruit non-EU citizens. 
Approval of such recruitment has to be obtained before a non-EU citizen 
applies for a work visa to take up the job (OECD, 2015).
Non-EU nationals carrying a work permit are obliged to register with the 
General Inspectorate for Immigration. Having received a passport with 
a visa, a work authorisation, and information concerning the migrant 
worker’s accommodation in Romania, the Inspectorate issues a stay 
permit. If a work in Romania lasts between 90 days and 12 months, he/she 
is issued a residence permit covering the employment term. The migrant 
worker is eligible for a permanent residence permit only if he/she has 
established domicile on the Romanian territory (General Inspectorate 
for Immigration, 2016). In 2014, a single application procedure has 
been established through which non-EU citizens obtain residence and 
work permits at the same time. Since September 2014, applications to 
the General Inspectorate for Immigration can be submitted via an online 
portal prior to an appointment.
One of the priorities for Romania was to diminish the impact of the 
European policy on external borders on existing relationship with the 
Republic of Moldova, especially because there are approximately 500 
000 (unoffi cial fi gures) Moldovans who have been granted Romanian 
citizenship. Romania sought and gained a special agreement between the 
EU and the Republic of Moldova regarding visas. Besides this, Romania 
obtained a special mobility partnership between the EU and the Republic of 
Moldova providing assistance for Chisinau in order to diminish migration 
from this country (Ghinea, 2009).
Concerning the Blue Card Directive of the EU, Romania expressed its 
concerns that favouring skilled workers from outside EU would jeopardise 
internal workers’ rights. Romania supported the position that new rules 
should include a principle of preference for EU citizens, including new 
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member states’ citizens. This position followed a series of scandals 
between Romania and Italy regarding Romanian immigrants. Another 
priority was maintaining the community preference in the context of Blue 
Card programme (Ghinea, 2009. In February 2012, the Directive had been 
applied in national legislation.
Although expressed concerns, Romania made some steps to encourage 
immigration by the highly skilled and to develop policies to confront 
labour shortages. Changes to Romania’s work permit scheme include a 
new residence permit for work purposes, replacing two separate permits 
(OECD, 2008). Recruiting highly qualifi ed foreign workers is a key 
element in the new National Immigration Strategy adopted in 2015. It 
envisages yearly evaluation of economic sectors that are characterized 
with labour shortages (OECD, 2015). Romania also use the immigration 
system to attract so called “high value” immigrants as investors and 
entrepreneurs. Other measures are directed to non-EU international 
graduates. Romania is preparing a legal framework to allow such graduates 
to work in the country, particularly in technological occupations (OECD, 
2015). International graduates with a study visa are allowed to stay after 
graduation and work in the same domain as their area of study.
However, no specifi c policies have been formulated for addressing brain 
drain. As an exception, Romanian Government Special Scholarship 
programme was started in 2005, which is addressed to Romanian citizens 
between 18 and 35 years of age who reside in Romania and desire to 
study in prestigious West European and North American Universities. 
The programme is based on a contract through which benefi ciaries of the 
scholarship commit themselves to return in the country after graduation 
and serve the public service in management positions for a minimum 
period of 3 or 5 years (IOM, 2008).
With regard to return policies, no specifi c policies existed until Romania’s 
accession to the EU. However, in the situation of increasing labour shortages, 
the Prime Minister has decided to establish in early 2007 a special inter-
ministry committee, under his supervision, to draft a set of measures to 
encourage the return of Romanian migrant workers. The Government has 
begun to pay more attention to the Romanian emigrants and the possibilities 
for their return. For instance, in November-December 2007, the Agency 
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for Governmental Strategies, a body under the supervision of the Council 
of Ministers, has conducted a survey among Romanian emigrants in Italy. 
The survey revealed that one in three emigrants in Italy intended to return 
permanently to Romania in the next two years. The Government Decision 
187/2007 enforced the plan of action on the return of Romanian migrant 
workers. The plan includes three main measures (IOM, 2008):
• establishing, maintaining, and updating databases periodically;
• carrying out an information campaign on the job opportunities 
in Romania as well as active recruitment of Romanian migrant 
returnees in the home country;
• elaborating a system to stimulate return and professional reintegration 
of Romanian migrant workers by promoting circular migration.
As a follow-up, a job fair was organised in Rome on February 23, 2008, by 
the Romanian Ministry of Labour, Family, and Equality of Opportunities, 
the Romanian Embassy in Rome, and National Agency of Labour Force 
Occupation. This was the fi rst job fair organised by Romanian authorities 
abroad. The aims of this event were to facilitate communication between 
Romanian employers and possible Romanian migrant returnees, to support 
employers in identifying the needed labour force, to promote current 
vacancies in Romania, and to increase opportunities of those who work 
irregularly in Italy to fi nd a job in Romania (IOM, 2008). The Spanish 
Public Employment Service has also started to actively collaborate with 
its Romanian counterpart to recruit Romanians to return home. A similar 
event as in Rome was carried out for Romanian migrants in Spain. In 
2009, Romania signed an agreement with Spain to allow Spain’s public 
service employment offi ces to advertise vacant positions in Romania.
After 2010, the re-integration of return migrants becomes an increasingly 
important issue in countries such as Bulgaria and Romania. It is 
increasingly recognised that nationals returning because of fi nancial 
or adaptation problems abroad can also face adaptation problems upon 
return, especially when accompanied by children. Romanian Education 
Ministry statistics show that nearly one out of two children of returnees 
has to repeat a grade after arrival (OECD, 2013).
Working with national diasporas abroad may also ease the re-integration 
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of nationals. Romania’s new National Strategy on Relationship with 
Romanians Abroad 2013-2016 is intended to promote and preserve the 
ethnic, linguistic, cultural and religious identity of diaspora communities 
through a series of targeted actions (OECD, 2015).
1.2. Bilateral agreements
Romania has signed numerous international agreements, which can be 
divided into three groups:
• readmission agreements;
• social security bilateral agreements;
• bilateral labour agreements.
Romania has 37 bilateral agreements with 34 countries5 regarding 
readmission of persons in illegal situation. As European member state, 
Romania is a party to the community readmission agreements, too. These 
agreements are negotiated by the European Commission on behalf of 
the member states. The EU has signed 16 such agreements with: Hong 
Kong, Macao, Sri Lanka, Albania, Russia, Ukraine, Bosnia-Herzegovina, 
Macedonia, Montenegro, Serbia, Moldova, Pakistan, Georgia, Cape 
Verde, Armenia, and Turkey (Ottavy, 2014).
Until 1989 Romania had signed 7 social security agreements with Albania, 
Algeria, the former Soviet Union, Democratic Republic of Korea, France, 
and former Czechoslovak Republic (applicable now only for the Slovak 
Republic). After 1989, there are other social security bilateral agreements 
between Romania and different countries. After EU accession, social 
security rights of Romanian citizens are determined in accordance with 
the European regulations (EC Regulations 883/2004). These regulations 
apply for all countries of the EEA and Switzerland. In addition, Romania 
has bilateral social security agreements with the following non-EU 
5 Poland (1993), Slovakia (1993), France, Greece, Czech Republic (1994), Belgium, Lux-
emburg, Netherlands (1995), Switzerland (1996), Spain, Italy (1997), Germany (1998), 
Denmark (2000), India, Finland, Bulgaria, Ireland, Slovenia, Sweden, Croatia (2001), Aus-
tria, Moldova, Hungary, Albania (2002), Latvia (2002/2003), Norway, Portugal, Lebanon, 
United Kingdom (2003), Lithuania, Macedonia, Turkey (2004), Estonia (2005), Russian 
Federation (2011) – Sources: IOM, 2008; OECD, 2013
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countries: Albania, Libya, Moldova, Algeria, Peru, Armenia, Macedonia, 
Russian Federation, Canada, Morocco, Turkey, Korea, and Israel.
Romania has bilateral labour recruitment treaties with several countries, 
presented as follows (IOM, 2008; Diminescu, 2004; OECD, 2015):
1. Convention between the Government of Romania and the Government 
of the Federal Republic of Germany on contracting Romanian workers 
from enterprises located in Romania to work in Germany (1990).
2. Convention between the Government of Romania and the Government 
of the Federal Republic of Germany on training of labour force for 
increasing their language and professional knowledge - Convention 
on guest-worker personnel (1992). The agreement sets an annual 
quota of 500 guest workers aged 18 to 35, to work in Germany for a 
period of 12 to 18 months. The agreement’s duration is three years, 
renewable annually.
3. Memorandum of Understanding between Ministry of Labour and 
Social Protection6 and Federal Offi ce for Labour on employment 
of Romanian workers for a fi xed term in Germany (1999). This 
agreement covers two categories of seasonal workers: those employed 
for a three-month period in any branch of the economy and those 
working in leisure parks for nine months of the year. The agreement 
sets an annual quota of 17-18 000 seasonal workers and details their 
status in Germany.
4. Agreement between the Government of Romania and the Swiss 
Federal Council on exchange of trainees (1999/2000). The agreement 
concerns the annual exchange of 150 trainees for a period of 12 
months, with a possible six-month extension. The training may be in 
any of the sectors authorised for foreign workers. Trainees must be 
paid in line with Swiss pay standards and receive Swiss social welfare 
protection.
5. Agreement between the Government of Romania and the Government 
of the Republic of Hungary on employment of seasonal workers, 
signed in 2001. The agreement provides for a quota of 8 000 seasonal 
workers to be employed in the two partner countries for a period not 
6 Now Ministry of Labour, Family, Social Protection and Elderly
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exceeding six months a year.
6. Agreement between the Government of Romania and the Government 
of the Republic of Hungary on exchange of trainees (2001). It concerns 
the mutual exchange of 700 trainees a year. Trainees may work for one 
year, with a possible extension of six months. They must be between 
18 and 35 years old and may conduct their training in any sector of 
the economy.
7. Agreement between the Government of Romania and the Government 
of the Grand Duchy of Luxembourg on exchange of trainees (2001). 
The agreement sets a fi xed number of 35 trainees per year for 
vocational and language training. The trainees must have completed 
their education and be aged between 18 and 35 years old. If trainees 
wish to remain in the country after the period covered by the agreement, 
they will no longer have trainee status and will be subject to statutory 
provisions on the employment of foreign workers in Luxembourg.
8. Agreement between the Government of Romania and the Kingdom 
of Spain on regulating and organising free movement of labour force 
among these two states (2002). It also seeks to regulate fl ows more 
effectively and combat irregular immigration. It does not specify 
the number of Romanian workers. These workers can be employed 
for a period of at least one year. The same agreement also applies 
to seasonal workers. They can stay in the country for a maximum 
of nine months per year, and their total number will also depend on 
the availability of job offers. Seasonal workers are required to sign a 
commitment to return to their country of origin once their contracts 
have expired.
9. Agreement between the Government of Romania and the Government 
of the Republic of France on exchange of trainees (2003/2004).
10. Agreement between the Government of Romania and the Government 
of the Republic of Portugal on temporary residence for employment 
reasons of Romanian workers on the territory of the Portuguese 
Republic (2001/2002).
11. Agreement between the Government of Romania and the Government 
of the Italian Republic on regulating and managing labour migration 
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fl ows (2005/2006). 
12. Agreement between Government of Romania and the Government of 
Israel (2014/2015) which facilitates sending temporary construction 
workers. It also aims to stop illegal recruiting and employment 
practices.
According to Constantin et al. (2004), the Romanian Offi ce for Labour 
Migration fi gure for recruitment by bilateral agreements in 2003 was 
43 189 persons. The data until August 2004 show that 97 500 people 
were placed by the Offi ce (Sandu et al., 2004). The Ministry of Labour, 
Social Protection and Family reported that in 2006, approximately 50 
000 Romanians were working abroad as migrants mediated by the state 
agency (Vlădescu et al., 2008). However, recruitment was done also by 
private agencies, particularly for those countries without bilateral treaty 
(Diminescu, 2004).
The National Agency for Employment of Romania now mediates 
temporary labour emigration through bilateral agreements. No new 
bilateral agreement has been signed since 2010. In 2011, the National 
Agency for Employment mediated 72 900 work contracts, 30% less than 
in 2010. Almost all of these contracts related to Germany. The National 
Agency for Employment also provided information and mediation services 
to 17 300 workers seeking a job in the EU member states (OECD, 2013).
Bilateral agreements are also sometimes organised at a regional level. 
This is the case for instance in Italy, where several provinces have 
signed protocols with provinces in Romania to train and recruit nurses 
(e.g. Parma with that of Cluj-Napoca or Veneto with Timis). Recruitment 
of foreign nursing aids in Germany was organised within bilateral 
agreements (without labour market test). In 2005, such agreements were 
signed with Croatia, Ukraine as well as Poland, Slovenia, the Czech and 
the Slovak Republic, Bulgaria and Romania. The Netherlands had quotas 
for temporary migration programmes, relevant to health professionals 
from Bulgaria and Romania. In France, a non-governmental association 
organised recruitment campaigns for local authorities or health care 
institutions in Romania to bring in doctors, who commit to settle for at 
least fi ve years in underserved areas (OECD, 2007).
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From the legal point of view, Romania conforms to the EU directives 
regarding education and mutual recognition of diplomas for doctors, 
dentists, nurses, midwives and pharmacists. After January 1, 2007, 
physicians’ diplomas were recognised within the EU and from January 
15, 2007, the Ministry of Health issues, on demand and after the relevant 
examinations had been passed, a certifi cate attesting to the diplomas of 
physicians, nurses and midwives. Romanian nationals, who completed 
their training before their country became an EU member, have to provide 
a “Certifi cate of Conformity” for their diplomas. These certifi cates 
attest that the applicants’ training conforms to the relevant Directive. 
Even doctors who graduated from university many years ago – before 
the Recognition Directives were introduced – benefi t from automatic 
recognition, according to their so-called “acquired rights”. They only have 
to provide additional proof of three years’ work experience during the fi ve 
preceding years in the country of origin. 
1.3. Other policies with effect on health workers migration
Policies which indirectly infl uence health workers migration are as follows:
• labour policies, affecting working conditions in general, job security, 
employees’ rights, etc.;
• development policies, which affect labour market and economic 
development in the country;
• health policies, in particular health reforms, which affect numbers 
of health personnel and also health workers content with health 
system organisation and management;
• immigration policies, regulating immigrants’ rights.
Whit regard to labour law, signifi cant changes have occurred in recent 
years, related to the harmonisation of national legislation with EU norms. 
A study on the labour market and social policies in Romania (2000) 
reveals that the existing regulatory framework for employment is liberal 
by European standards and Romanian laws concerning wage setting 
and collective bargaining are also fundamentally liberal (OECD, 2000). 
Although Romania is less economically advanced, its labour market and 
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social policies include most elements typically found in OECD member 
countries. Labour and social policies are more similar to those in Western 
Europe than in most countries with levels of GDP per capita similar to 
Romania (OECD, 2000). 
The new labour code established in Romania in 2003 introduced important 
changes with respect to the types of labour contracts and recognised part-
time and fi xed-term contracts. In addition, restrictions were put in place to 
avoid abusive use of these contracts. According to Parlevliet and Xenogiani 
(2008), concerns among policy experts remain regarding the misuse of these 
provisions for fl exibility of employment and hence insecurity for workers. 
The new Labour Code, adopted in 2003, was modifi ed in 2005 in order to 
meet the requirements of increased labour market fl exibility. Furthermore, 
in order to comply with the acquis communautaire, the implementation 
of European Workers` Councils, and protection of workers’ rights in case 
of transfer of undertakings, part-time work or fi xed-term work need to be 
addressed (ILO, 2009).
The statutory minimum wage is set in Romania on an annual basis with 
a government decree and can in some cases be indexed with infl ation, 
as was the case during the high infl ation years of the early transition. 
However, threshold set by the government is only viewed as a minimum 
reference level. According to the Labour Code, national minimum wage 
corresponds to the normal work schedule. Normal working time for full-
time employees is of 8 hours per day and 40 hours per week. In 2007, 
a tiered minimum wage system was introduced linking minimum wages 
to education levels. For workers with higher education, assuming this 
matches their job requirements, a higher minimum wage is applied 
(Parlevliet, Xenogiani, 2008).
In general, the labour legislation in Romania protects the employees’ 
rights and corresponds to the EU requirements. But the economic gap 
between Romania and EU-15 (and even EU-25) remains large and the 
main reasons for emigration abroad are connected with the economic 
situation. Minimum wages in Romania averaged EUR 116.40 per month 
from 1999 until 2015, reaching EUR 217.50 in 2015 (Eurostat, 2016). 
The guaranteed minimum wage increased 2.2 times between 2004 and 
2015. Romanian government has foreseen further growth of the minimum 
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wage during 2016. But there are major differences between the regions, 
with employees in Bucharest earning 120% more than employees in 
the North-East. Thus, in the beginning of 2016, the Ministry of Labour, 
Family, Social Protection and Elderly made a proposal for minimum wage 
differentiation based on Romania’s development regions.
An important document concerning development policy is the National 
Plan for Development 2007-2013. It represents the strategic and 
fi nancial planning document that directs the sustainable socio-economic 
development of Romania in conformity with the Cohesion Policy of the 
EU. The National Plan for Development has an essential role to align the 
national development policy to the community priorities of development, 
by advocating for measures that are considered determinants of sustainable 
social-economic development at European level (Dobrescu, Barna, 2008).
The GDP per capita in Romania is below the EU average (55% in 2014, 
according to Eurostat, 2016). Within the Cohesion Policy, this indicator 
is considered to be the most general expression of development level of a 
country or a region. Considering this important gap versus the EU average 
development level, the main objective for Romania is: reduction of socio-
economic development disparities between Romania and the EU member 
states. In this connection, six national priorities for development were 
formulated for the 2007-2013 period:
• economic competitiveness improvement and development of the 
knowledge-based economy;
• development and modernisation of transport infrastructure;
• environment quality protection and reformation;
• human resource development, full employment promotion and 
social inclusion and administrative skills consolidation;
• rural economy development and productivity increase in the 
agricultural sector;
• disparities reduction among the country’s regions.
Strategic objectives concerned development of human resources and its 
competitiveness on the labour market, by providing equal chance for long-
life learning and development of a modern and fl exible labour market. 
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One of the priorities is the human capital development. Investments 
made focused on: initial education system (by promoting reforms in the 
lifelong learning context), human resources in education, learning content 
(diversifi cation and quality assurance of education offers and initial 
and continuous training) and continuous professional training system 
(Dobrescu, Barna, 2008).
With the EU accession, the basic document guiding the country’s regional 
development is the Regional Operational Program. Transfers that were 
foreseen to Romania amount to 19.3 billion euros. Of the total transfers, 
Romania must allocate one-third for the Cohesion Fund, funds that 
fi nance transport and environment and 2/3 for the European Regional 
Development Fund and the European Social Fund. Despite implementation 
of such an ambitious plan, the absorption of European funds for regional 
development remains unsatisfactory (Mihaela-Nona, Octavian, 2012). 
For the future programming period (2014-2020), Territorial Development 
Strategy of Romania have to ensure the consistency of national policy, 
while an important role will be that of Territorial Pact, which may provide 
more effective contribution of local communities in achieving the Europe 
2020 goals.
The reforms of health system occurred alongside major structural changes 
in Romanian society after 1989. In the developments of health policy after 
1989, two main periods can be identifi ed: one between 1989 and 1996, 
and one after 1997. The turning point between these two periods was the 
general election in late 1996, after which new major health legislation was 
enacted and implemented, namely introduction of health insurance system 
(Vlădescu et al., 2008).
Regarding health professionals, major decisions after 1989 were the 
following: to initiate competitive admission for doctors to specialty 
training, and thereby reduce the gap in the ranks of health professionals 
(such competitions were prohibited for 8–10 years); to provide free 
movement of doctors in a decentralised manner, at the level of district 
authorities; to create the specialty of general practice; to reintroduce post-
high school health education for training nurses; and to initiate managerial 
training for new directors of health care units (Vlădescu et al., 2008).
After 1997, there were two main areas of reform in Romania: primary 
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health care and health fi nancing. The system changed with universal 
free choice of general practitioner. Payment moved from fi xed salary to 
a combination of age-adjusted capitation, fee for service and bonuses 
related to diffi cult conditions of practice and professional rank. The 
reform in health fi nancing was connected with introducing of social health 
insurance. Financing based mainly on general taxation was replaced with 
a system based on mandatory insurance premiums paid by the employee 
and the employer as a fi xed percentage of income.
In 2006, the Ministry of Health in Romania elaborated a new comprehensive 
health law (Health Reform Law 95/2006) in order to attain the three broad 
objectives for 2005–2008: (1) effective and equal access of citizens to 
basic medical care; (2) increase in quality of life by improving quality 
and security of medical services; and (3) improvement in health and 
demographic indicators. This law relate also to social health insurance, 
private health insurance, hospitals, community care, primary health 
care, pharmaceuticals, emergency services, public health, national and 
European health cards, national health programmes, professional liability, 
and establishment of a national school of public health and management. 
It includes measures for reallocation of budgets within the health system 
along with specifi c measures to increase utilisation of primary, ambulatory 
and home care services, such as better payment for family doctors and for 
specialists working in ambulatory clinics (Vlădescu et al., 2008).
The rights of immigrant workers depend on their status. All lawfully 
employed migrant workers in Romania are entitled to minimum labour 
standards according to the provisions set in the Romanian Labour Code. 
By law, foreign citizens in Romania can be employed with individual 
labour contract based on the work permit issued according to the law. 
They have the same rights as Romanian citizens. The employee has the 
main following rights:
• to receive wage for the work performed;
• to daily and weekly rest;
• to an annual rest leave;
• to equal opportunities and treatment;
• to dignity in his/her work;
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• to labour safety and health;
• of access to vocational training;
• to information and consulting;
• to participate at setting up and improving labour conditions and 
environment;
• to protection in case of dismissal;
• to collective and individual negotiation;
• to participate at collective actions;
• to establish or join a union.
It is necessary to be noted that individual labour contracts are concluded 
based on the parties’ consent, in written form, in Romanian language, 
which might pose some inconveniences or misunderstanding on the part 
of immigrants speaking a foreign language only. The non-EU nationals 
residing temporarily in Romania are often ineligible for social services, 
public assistance, or benefi ts. In contrast, foreign residents in Romania for 
a long time are entitled to the same benefi ts as Romanian citizens, pursuant 
to their contribution to pension, health, or unemployment funds. Depending 
on the specifi c benefi t, one has to contribute for a certain period, e.g., 12 
month in the last 24 months to be able to collect unemployment benefi ts 
(IOM, 2008). In January 2004, Romania adopted an Ordinance aiming 
at facilitating integration of foreigners who have acquired humanitarian 
protection status in Romania. Their access to the following rights is thus 
ensured: a job, a dwelling, medical care and social assistance, education, 
counselling and language training (OECD, 2006).
In 2011, new measures were introduced to ensure the legal stay of 
immigrants. Information campaigns on the risk of illegal employment 
were organised both for immigrant workers and for employers. A free 
hotline was opened to report cases of illegal work (OECD, 2013).
1.4. Shifts in policies and policy enforcement
A review of the party political platforms in general electoral campaigns 
reveals that health sector reform was not a formal party priority. Health 
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sector reform was not raised as a signifi cant political issue in the 1992, 
1996 or 2000 local elections. In general, the involvement of politicians 
is minimal, and all discussions on health reforms are held at the level 
of the Ministry of Health, with partial involvement of stakeholders such 
as the College of Physicians or certain unions (Vlădescu et al., 2008). 
However, the multiparty system is an important element of the political 
scene: positions, alignments and power of political parties determine 
overall political orientation of the government to the process of social 
transition in Romania.
Major health reforms laws passed in the Parliament between 1989 and 1999 
were heavily infl uenced by the party in power (or coalition of parties). The 
Ministry of Health, and after 1999, the National Health Insurance Fund 
(NHIF), also had constant input into the content of any given legislation 
voted by the Parliament. Since 2000, basic laws regulating the health 
system have been modifi ed and adjusted several times. These changes 
refl ected the political approach of ruling parties to fi nancing issues. The 
Liberals and Christian Democrats had dominated the period 1997–2000 
and implemented the shift to a social health insurance system in 1998. 
From 2001 to 2004, the Social Democrats were in power and made changes 
intended to strengthen or regain state control over resources. Regardless 
of the parties’ political approach, high turnover of ministers and lack of 
strategies with clearly defi ned objectives contributed to slow or delayed 
reforms in health sector (Vlădescu et al., 2008). The government elected 
at the end of 2004 (coalition between the National Liberal Party and the 
Democratic Party) engaged in a new health care reform defi ned by a Health 
Reform Law, which came into force in May 2006.
Strong infl uence on the Romanian health system has also the College of 
Physicians. After 1989, the physicians have wielded great political power, 
especially as individuals, occupying the majority of decision-making 
positions. In 1996, physicians organised themselves into a formal interest 
group, the College of Physicians, that has played an important role in 
policymaking.
There is also a growing infl uence of international agencies involved in 
health care fi eld, for example the USAID, the EU (through PHARE and 
other specifi c programmes, especially after Romania was invited to join the 
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EU, and began the pre-accession procedures), the governments of Germany 
and Switzerland, the British Council, the United Nations Population Fund 
(UNFPA) and the United Nations Children’s Fund (UNICEF). The World 
Bank has also been an important player in the process of health sector 
reform in Romania (Vlădescu et al., 2008).
Concerning migration, the policy in Romania is under the infl uence of EU 
requirements and legislative changes are connected with harmonisation 
with the EU legislation. The legislation in Romania is harmonised with the 
European acquis communautaire. The fi rst initiatives for creation of a new 
legislative framework in the fi eld of migration took place in Romania at 
the beginning of the 1990’s. Subsequently, with Romania’s application for 
joining to the EU, this activity has intensifi ed so that, till 2007, many laws 
and normative acts have been adopted, intended to ensure adoption of 
acquis communautaire (Nicolescu, Constantin, 2005). For most directives 
within the two negotiation chapters that include legislation infl uencing 
migration (Chapter 2: Freedom of Movement of Persons and Chapter 24: 
Cooperation in the fi eld of Justice and Internal Affairs.), Romania has 
adopted the corresponding legislation.
Remarkable progress has been made by Romanian legislation regarding 
the regime of foreign persons in Romania, regime of refugees and their 
social protection and prevention and combating of human traffi cking. The 
granting of work permit has been regulated on the labor force market. 
Thus, according to the principle of free movement of persons, EU (or 
EEA) citizens may work on Romania’s territory without the requirement to 
obtain work permits, unlike other categories of foreign citizens (Nicolescu, 
Constantin, 2005). 
The creation of an “area of freedom, security and justice”, through the 
implementation of EU acquis in the Romanian legislation, leads the 
Romanian Government to reform the police and border guard system. 
Starting in 2003, the Ministry of Administration and Interior7, through its 
specialised structures, ensures upholding of the Romanian state border 
regime and regime for aliens in Romania (Mircea, Pristavu, 2008). 
7 It was created as a result of a merging process between the former Ministry of Interior 




The Romanian authorities took some legislative and police measures. 
Some of the most important laws and ordinances that entered into force 
before the EU accession are as follows:
1. The republished Romanian Constitution (2003) guaranties the right of 
free movement - each Romanian citizen benefi ts the right to emigrate 
and to return to the country.
2. The new Laws of the Romanian border regime and of the Romanian 
Border Police were put in force in 2001.
3. After announcement of entering the Schengen area for tourism purposes 
without a visa (in 2002), the Government issued a Government 
Emergency Ordinance 144/2001, which established compulsory rules, 
conditions and formalities for Romanians to cross the national border.
4. The Government Ordinance 84/2004 modifi ed the passport regime in 
Romania.
5. The basic law that regulates circulation of foreign persons in 
Romania (Law on the aliens’ regime in Romania) entered into force 
as the Government Emergency Ordinance 194/2002, approved 
with amendments by Law 357/2003. This law contains provisions 
for regulating admission on the Romanian territory, conditions for 
temporary or permanent stay and necessary measures which have to be 
taken by the Romanian authorities when aliens are in illegal situations 
on the national territory. When it was adopted, the law transposed the 
EU acquis in the fi eld of migration by the end of 2001. 
6. In order to transpose fully the EU acquis (Directive 38/2004/EC), the 
Romanian authorities adopted the Government Emergency Ordinance 
102/2005 on free movement of citizens of the member states of the 
EU and EEA on the Romanian territory, with further modifi cations and 
amendments. The new legislation establishes accelerated procedures 
for registering residence and for granting the right of permanent 
residence on Romanian territory. 
7. The Law 678/2001 on combating the traffi cking in human beings 
regulates prevention and fi ghting against traffi c in human beings as 
well as protection and assistance granted to the victims of such traffi c.
Romania has adopted an active and fl exible policy in the area of controlled 
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immigration, adapted to the national, regional and international conditions, 
including closely monitoring of admission and stay of aliens. For aliens 
coming from countries with a high migratory potential, specifi c procedures 
are elaborated, which includes conclusion of international agreements and 
conventions. The policy on admission for working purposes offers the 
possibility of access of aliens on the Romanian labour market, taking into 
consideration both the need to protect the internal labour market as well as 
Romania’s economic interests (Mircea, Pristavu, 2008).
In order to establish a unitary conception of immigration management at 
national level, in 2004, the Government approved the National Migration 
Strategy and an inter-institutional mechanism for its implementation. The 
strategy was implemented through annual action plans which ensured 
the achievement of important objectives through coordinate efforts 
of involved institutions in the fi eld of regular migration, preventing 
and combating illegal migration, asylum, social integration and return/
voluntary repatriation of aliens with illegal stay. The Strategy stipulates 
general principles and guidelines in establishing the Romanian policies 
on admission, stay, and leaving the territory by aliens, labour force 
immigration, granting the international protection forms, etc. For its 
implementation, an Inter-ministerial Coordination Group was formed. This 
Group is composed from decision-making representatives of the member 
institutions. Its main task is to monitor implementation of the Strategy 
objectives through the action plans and accomplishment of obligations 
and commitments assumed by Romania in this fi eld (Mircea, Pristavu, 
2008). 
Taking into account the new status of Romania as a Member State of 
the EU, the inter-institutional Group drafted a new strategy, which aims 
at setting-up guidelines for Romanian policies in the immigration fi eld, 
according to the national interests and in correlation with the policies at 
the EU level. This strategy on immigration envisaged a four-year period 
(2007-2010) and represented the next step made by Romania in its efforts 
for modernising the process of managing immigration on national territory 
(Mircea, Pristavu, 2008). In 2007, the Romanian government adopted the 
National Strategy on Immigration 2007-2010. The document establishes 
the state policy on admission, residence, labour immigration, condition for 
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granting protection, combating irregular migration, and removal from the 
territory of Romania of foreigners on illegal stay. This includes regulations 
on return of migrants, asylum seeking and integration of foreigners (IOM, 
2008).
In 2011, Romania adopted National Strategy for Immigration for 2011-
2014 in which the social integration of foreigners was outlined as one of 
the key priorities. Its main objectives were: promoting legal immigration, 
strengthening control over irregular immigration, developing a national 
asylum system, and integrating foreign residents. The country implemented 
several initiatives with the assistance of the European Integration Fund 
(OECD, 2013).
National Immigration Strategy for the period 2015-2018 and the 
Action Plan for 2015, approved by the Government will contribute to a 
fl exible admission system, but at the same time will pay special attention 
to citizens from countries with migration potential or who may affect 
national security. The Strategy envisages covering the existing defi cit on 
the labour market by attracting highly skilled people but in the same time 
protecting Romanian citizens. Romania intends to create favourable legal 
and procedural framework to attracting investors and entrepreneurs.
The following general policy objectives are established in the National 
Immigration Strategy 2015-2020:
1. Promotion of legal migration for the benefi t of all parties: the 
Romanian society, immigrants and their states of origin.
2. Strengthening the legality of third-country nationals stay in Romania 
and proper enforcement of removal and restrictive measures.
3. Improving the national asylum system in order to improve legal 
standards and ensure compliance with national, European and 
international rules.
4. Romania’s active participation in the efforts of international 
community and the EU member states in fi nding durable solutions for 
persons in need of international protection, and social integration of 
third-country nationals. In this respect, the policy of social integration 
of third-country nationals is aimed at enabling persons who are 
resident or are domiciled in Romania to have minimum knowledge 
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and skills, mainly through Romanian language courses, programs of 
cultural orientation and counselling.
The Romanian asylum system is harmonised with the EU acquis and 
international standards in the fi eld. The National Strategy on Immigration 
2007-2010 defi nes the general policy framework on asylum and social 
integration of aliens among others (IOM, 2008): 
• providing unrestricted access to asylum seekers and allegiance 
to the principle of non-deportation, in line with the international 
standards;
• developing asylum system based on effi ciency and quality of 
procedures, and adjusting the relevant policies and practices in 
order to prevent and deter procedural abuses;
• building the capacity of relevant institutions to meet the obligations 
and responsibilities on asylum issues following EU accession;
• improving accommodation conditions of asylum seekers and of those 
relating to investigations in their countries of origin through the 
identifi cation of fi nancing avenues from the European Refugee Fund.
Current legislation on asylum and refugees has the following confi guration 
(IOM, 2008):
1. Law 46/1991 on Romania’s adherence to the 1951 Geneva Convention 
and the 1967 New York Protocol on refugees’ status.
2. Government Ordinance 44/2004 on social integration of aliens under 
protection in Romania amended through Government Ordinance 
41/2006.
3. Government Decision 1483/2004 on enforcing the methodological 
norms for the implementation of Government Ordinance 44/2004.
4. Law 122/2006 on Asylum in Romania, amended by Government 
Emergency Ordinance 55/2007.
5. Government Decision 1251/2006 on enforcing the methodological 
norm for implementation of Law 122/2006.
Since 2000, the National Offi ce for Refugees with its decentralised 
branches under the Ministry of Administration and Interior has been 
the responsible authority for implementing the Romanian government’s 
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asylum and refugee policies. The Romanian authorities have taken the 
appropriate measures for strengthening the inter-institutional cooperation 
framework. They are cooperating with international bodies, e.g. United 
Nations High Commissioner for Refugees (UNHCR), International 
Organisation for Migration (IOM) and national NGOs, in order to develop 
joint programmes concerning the asylum issues.
1.5. Incentive schemes for retention and recruitment
With EU integration, Western European markets which offer higher 
salaries have become very attractive to Romanian doctors and nurses. 
While this is a global phenomenon which is diffi cult to tackle, it creates 
considerable strain on the health system and is expected to continue in the 
coming years. Therefore a human resources strategy is needed, tailored to 
the new position of Romania as a member of EU and its specifi cs.
There isn’t a specifi c human resource strategy in Romania, regarding the 
health professionals’ migration. There are some initiatives to recruit family 
doctors in rural areas. One of the priorities on the Romanian Ministry of 
Health is related to health policy for rural areas. Regarding the access of 
population to health care in rural areas, one of the policy’s main objectives 
is to attract health personnel by increasing the incentives. This can be 
achieved through incentives, such as increased wages and fringe benefi ts, 
in order to encourage new medical graduates to enter family practice 
or to locate in rural areas. Obviously the present benchmark is family 
doctors’ income in Western Europe. Increase in the number of resident 
positions for primary care specialty is a way to address the issue but an 
alignment of policies is needed towards increasing the attractiveness of 
these underserved areas together with an incentive package.
According to Galan (2009), there are some possible actions to be 
implemented in rural areas:
• design and implementation of monitoring and control mechanisms 
of health workforce migration phenomenon;
• local communities involvement in attracting and retaining the health 
personnel (especially family doctors) in rural areas (e.g. fi nancial 




• design of special training plans and career development opportunities 
for health personnel in rural areas.
Incentive schemes for retaining and recruiting health professionals are 
used mainly at local level by the health care establishments.
Table 1 Summary of pull, push, stick and stay factors – context of 
migration policies
Push Factors Pull factors
Continuous health care reform / 
instability in health system
Lack of incentives to retain health 
professionals
Free travel within the Schengen area 
after 2002 
EU membership since 2007 (opening 
of the labour markets)
Bilateral labour agreements in health 
sector
Mutual recognition of doctors’, 
dentists’, nurses’, midwives’ and 
pharmacists’ diplomas after 2007
Stick factors Stay factors
Visa and work authorisation’s 
restriction outside the EU
Registration and licensing requirements 
in countries outside the EU
Job security and employees’ rights
Lack of return incentives and 
information of job opportunities
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CHAPTER II
Health workforce in Romania
The Romanian health personnel can be grouped into three categories: 
medical staff with tertiary level of education, ancillary medical staff 
(nursing professionals), and auxiliary staff. The health professionals with 
tertiary education are as follows: physicians, dentists, pharmaceutical 
chemists (pharmacists). A special category among the physicians is the 
family doctor. According to Law 95/2006, the family doctor is a health 
care provider who coordinates and integrates health services provided to 
patients by himself or by other health care providers. The family doctors’ 
activity is not limited to certain disease categories or methods of treatment 
and they may assume responsibility for proper and continuous provision 
of health care to persons, families and communities (according to the 
Classifi cation of Occupations in Romania).
According to Romanian statistics, ancillary medical staff includes: medical 
assistants, pharmacy assistants, medical nurses, sanitary technicians, 
midwives, laboratory assistants and other categories of medical staff with 
equivalent upper secondary level of education (NIS, 2016). Until 2007, 
nurses were considered as middle-level clinical staff, but their status and 
their training were changed in line with the EU accession requirements 
(Vlădescu et al., 2008). 
The auxiliary staff comprises of: sick nurses, disinsection, disinfection 
and raticide staff, stretcher bearers, washers, gypsum, mud, ambulance 
staff and other medical staff similarly with auxiliary medical staff. Other 
categories of personnel in the health sector (administrative staff, such as 
accountants, legal advisers, computing engineers, and secretarial staff) 
account for less than one in twenty of health sector employees (Vlădescu 
et al., 2008). 
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2.1. Supply of health professionals
In the 1990s, the number of physicians in Romania fl uctuated between 176 
and 181 per 100 000 inhabitants and the ratio didn’t change signifi cantly 
till 1999 (WHO EURO, 2009). The 1999 Ministry of Health data indicate 
that Romania had one practising physician for every 486 people, or 206 per 
100 000 people, i.e. over 46 000 doctors. The number of physicians rose 
slightly in 1999 and 2000 in comparison with the early 1990s; however, 
this cannot be attributed to any specifi c policies. Density of physicians 
in Romania in 2000 was still very low compared with the EU average 
(Figure 1), or even with similar countries such as Bulgaria.
Since 2000, there has been an increasing trend in the number of physicians 
in Romania. Data from 2005 indicate that Romania had one physician 
for every 456 people, or 217 per 100 000 people (Figure 1). Although 
the number of physicians has been increasing in the last years, it is still 
comparably low in comparison with EU countries, as well as with the 
neighbouring countries. In 2013, the number of physicians reached 248 
per 100 000 people – far behind the EU average of 347 physicians per 100 
000 people (Figure 1). 
Figure 1 Physicians per 100 000 inhabitants in Romania 
and EU, 2000 - 2013 
Source: WHO EURO, 2016.
Since 2000, physicians’ density in Romania has been increased because of 
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growth in the number of physicians (Table 2) and decline in the number 
of population. However, the country’s main problems regarding health 
professionals (especially doctors) are regional (geographic) and medical 
speciality imbalances (Vlădescu et al., 2008). 
According to the Ministry of Health statistics, there weren’t signifi cant 
changes in the number of family physicians between 2000 and 2007. The 
NHIF estimated that there was a defi cit of 1 930 family doctors in 2004, 
while 1.35% of the rural population was not registered with any family 
doctor. Since 2004, there has been a slightly increase, but the number 
of family doctors has remained still insuffi cient. In 2011, their number 
peaked to 14 616 and then decreased again. In 2014 (the last available 
data), the density of family physicians in Romania was 63.44 per 100 000 
inhabitants or 1 family doctor for every 1 576 people. This number was 
below the EU average but comparable with EU members after 2004 and 
with Bulgaria (WHO EURO, 2016). 
Based on the Ministry of Health data, 30% of all active physicians in 
Romania have been contracted as primary care doctors (family doctors). 
In 2006, the number of active primary care nurses was 10 596, 12.6% 
of all active nurses in the country. Only 378 midwives were working in 
primary care, or 7.7% of the total number active in the country (WHO 
EURO, 2012).
Romania has relatively few psychiatrists compared with other countries in 
Europe (4.2 per 100 000 inhabitants). There are also issues with inadequate 
training levels in psychotherapy and other modern treatment methods. The 
exact number of psychologists is not known. It is roughly estimated that 
there are 1 000 psychologists working in the mental health fi eld, although 
the number of trained psychologists is likely to be much higher. Around 
2 000 nurses are working in the mental health system, the vast majority 
without any specifi c training in psychiatry (Vlădescu et al., 2008).
The number of dentists also has been increasing for the last ten years, 
but in contrast to the number of physicians, increase in number of dentists 
is signifi cant. In 2000, there were 8 307 dentists (36.39 per 100 000 
inhabitants); in 2008, their number was with 43% higher – 11 901 or 52.75 
per 100 000 inhabitants; and in 2014, the number of dentists rose to 14 897 
or 66.66 per 100 000 people (Table 2).
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The number of nurses in Romania (580.80 per 100 000 people in 2013), 
by European comparison, is low, almost at half of EU average (Figure 
2), more than a half of EU-15 average (912.05 per 100 000 in 2013) and 
below the average of EU members since 2004 – 622.12 per 100 000 in 
2013 (WHO EURO, 2009).
Figure 2 Nurses per 100 000 inhabitants in Romania and EU, 2000 - 
2013
Source: WHO EURO, 2016.
Between 1986 and 1996, there was a slight decline in the number of nurses 
in Romania (WHO EURO, 1996). In 1996, there were 441 nurses per 100 
000 inhabitants (WHO EURO, 2009). After that, there was an increase 
till 2002, when the number of nurses rose to 566 per 100 000 people. 
Starting from 2003, the number of nurses fl uctuated till 2013 (Figure 2). 
The reasons for these fl uctuations are probably attributed to the outfl ow of 
professionals both from the country and health sector.
The midwife density in Romania has been declining since 2000 and in 
2008 was 21.1 per 100 000 inhabitants, which was also below EU average. 
Till 2013, midwifes’ density decreased to 16.26 per 100 000 people – twice 
less than the EU average (WHO EURO, 2016).
The number of registered pharmacists and pharmacies was not regulated 
until 1999, when a Ministerial Order introduced restrictions: the number 
of pharmacists cannot exceed 1 to 5 000 inhabitants; and pharmacies have 
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to be located no less than 250 metres apart. After extensive debates, in 
2004, the Ministry of Health revised the limits as follows: 1 pharmacist 
per 5 000 inhabitants in Bucharest, no more than 1 per 3 500 in district 
towns and no more than 14 000 in the remainder of the towns. There are 
no constraints regarding the location and no limits in rural areas (Vlădescu 
et al., 2008). Despite of these limits, the number of pharmacists has been 
steadily increasing since 1999. In 2008, the number was almost double in 
comparison with 1999; in 2008, the pharmacists density reached 55 per 
100 000 inhabitants. There was also increase in the number of pharmacies 
and drugstores, so that in 2008, their number amounted to 7 252 units, with 
1 429 more than in 2005 (NIS, 2009). The main reason is that pharmacies 
are predominantly private and very attractive sector for business and work. 
Despite the restrictions, the number of pharmacists continued to rise and 
in 2014, there were 17 099 pharmacists in Romania or 76.52 per 100 000 
people (Table 2).
Table 2 Number of health professionals in Romania, 2005 - 2014
Year Physicians Dentists Pharmacists Ancillary medical staff
Auxiliary 
staff
2005 47 388 10 249 9 283 123 455 59 199
2006 46 936 10 620 9 932 126 613 59 124
2007 48 199 11 651 11 108 136 353 62 292
2008 50 267 11 901 11 704 132 464 66 339
2009 50 386 12 497 11 996 129 673 64 801
2010 52 204 12 990 13 624 126 656 62 838
2011 52 541 13 355 14 575 125 992 60 130
2012 53 681 13 814 15 435 125 141 59 440
2013 54 086 14 282 16 301 126 860 59 626




One of the main challenges for human resource management in Romania 
is the unequal geographical distribution of health professionals. There 
are signifi cant imbalances in the physicians’ territorial distribution. Most 
of health workers are concentrated in the big university towns (Bucharest, 
Cluj-Napoca, Iaşi, Timişoara, etc.) or in the most economically developed 
districts (from Transylvania and Western Romania).
The density of health professions varies signifi cantly across the Romanian 
development regions. Table 3 presents physicians’ and ancillary staff’s 
density by development region in 2014.
Table 3 Density of physicians and ancillary staff by regions 
in Romania, 2014
Physicians per 100 000 inhabitants Ancillary staff per 100 000 inhabitants
National average 275 National average 646
above the national average above the national average
Bucharest-Ilfov 549 Bucharest-Ilfov 824
West 357 West 667
North-West 300 South-West Oltenia 654
Center 282 North-West 649
below the national average below the national average
South-West Oltenia 240 Center 645
North-East 216 North-East 631
South-East 195 South-East 629
South-Muntenia 151 South-Muntenia 526
Source: NIS, 2016; own calculations.
Dentists’ and pharmacists’ density by development region in 2014 are 
presented at Table 4.
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Table 4 Density of dentists and pharmacists by regions in Romania, 2014
Dentists per 100 000 inhabitants Pharmacists per 100 000 inhabitants
National average 75 National average 86
above the national average above the national average
Bucharest-Ilfov 124 Bucharest-Ilfov 209
West 97 below the national average
North-West 97 North-West 83
below the national average North-East 82
Center 71 Center 73
North-East 65 West 71
South-East 55 South-West Olte-nia 69
South-West Oltenia 55 South-East 68
South-Muntenia 48 South-Muntenia 44
Source: NIS, 2016; own calculations.
A signifi cant difference exists between Bucharest-Ilfov, West, North-West 
regions and the regions in South, Center and North-East. The biggest 
disparities are between west and south regions of the country. In 2014, 
the highest number of health care personnel was registered in Bucharest 
municipality (11 904 physicians, 2 668 dentists, 4 543 pharmacists and 
17 902 nursing professionals), followed by districts of Timiş and Cluj 
(NIS, 2015). In 2014, 35% of the physicians and 31% of dentists were 
concentrated in these three districts, providing health services for around 
16% of Romanian population. The south districts of Giurgiu and Călăraşi 
can be defi ned as underserved areas with 1.2% of physicians and 1% of 
dentists in the country.
Distribution of specialists between urban and rural areas is also 
described as one of the main problems in the area of human resource 
management (Vlădescu et al., 2000). Galan (2006) states that physicians’ 
ratio is considered as acceptable for providing satisfactory access to 
primary and specialise care for population, because the coverage problem 
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in rural areas is neglected. While 86% of physicians practice in urban 
areas, only 14% are practicing in rural areas, providing health care for 
47% of Romanian population. This situation is associated with lack of 
good incentives offered for physicians to work in the rural or deprived 
areas (Galan, 2006). In 2014, 89.7% of Romanian physicians, 87.04% of 
dentists, 83.19 of pharmacists and 89.27% of nursing professionals were 
practising in urban areas (NIS, 2015). 
There are signifi cant imbalances in the territorial distribution of primary 
health care (family doctors), too. A study by the Health Statistics Institute 
highlighted problems with coverage rates in rural regions (particularly for 
primary care), and big disparities between the regions. In 2004, there were 
6 094 family doctors and 7 370 nurses in urban areas and 4 501 family 
doctors and 6 400 nurses, working in rural areas; 98 localities in rural areas 
were without family doctor (Health Statistic Institute, 2006). The urban-
rural areas’ ratio of family doctors was approximately 2:1 in 2014 (NIS, 
2015). Important imbalances are observed also between development 
regions. In 2014, the density of family doctors differed from 81.52 per 
100 000 inhabitants in Bucharest-Ilfov to 50.57 physicians in the region 
of South-Muntenia (NIS, 2016; own calculations).
Before 1998, there were limited fi nancial incentives included in the 
scheme to attract more physicians to rural areas. After introduction of 
health insurance system in 1998, family doctors became private providers, 
working on a contractual basis with the NHIF at a district level. Double 
capitation payments for family doctors practicing in remote or low-income 
areas were further introduced as incentive mechanisms (Galan, 2009).
One of the priorities on the Ministry of Health agenda, introduced in 2007, 
was related to the health policy for rural areas. In order to increase the 
access of rural population to health services, Ministry of Health developed 
a specifi c rural health policy. The main objectives of this policy were 
(Galan, 2009):
• to attract health personnel in rural areas by increasing the incentives;
• to encourage provision of health services by multidisciplinary teams 
(family doctors, nurses, midwives, social workers, physiotherapists);
• to create new types of centres for care, staffed only with nurses.
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Despite these intentions and implemented measures, the distribution of 
health professionals in urban and rural areas shows that they don’t have 
much success.
Private practice reappeared in Romanian health system between 1990 
and 1996. It has been developed during the years and now almost all 
dentists, pharmacists and family doctors work exclusively on private. The 
rest ones work mainly for public health care establishments. Specialists, 
who work on private, often work also for the public sector (WHO EURO, 
1996). Many private nurses also work for the public system (Galan, 
2007). According to NIS (2015), in 2014, most hospitals, medico-social 
care units, sanatoriums and specialized institutes and clinical centres were 
publicly owned. Figure 3 presents the distribution of physicians, dentists, 
pharmacists and nursing professionals between public and private sector 
in 2014.
Figure 3 Distribution of health professionals between public and private 
sector, 2014
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Concerning gender distribution, female physicians prevail in Romanian 
health system and their number is twice higher than the number of males. 
The participation of women in health care employment is very high and 
exceeds signifi cantly their share in general employment. According to 
WHO (2009), Romania is one of the countries with the highest proportion 
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of women in health workforce (82.8% in 2000). In 2006, 77.6% of total 
employed in health and social work were women (NIS, 2009). This 
percentage rose to 80.6 in 2014 (NIS, 2016). However, males were 
predominant within the better paid specialities (Galan, 2006). As for 
nurses, females represent the vast majority for this profession.
The study of Zaman and Sandu (2004) noticed that females are also 
prevailing among emigrant physicians, together with chemists, teachers 
and economists. On the other hand, females seem to be more willing to 
emigrate on a temporary basis than males, usually for family reunifi cation 
reasons.
In 2014, the employment structure in health and social work by age group 
was presented as follows (NIS, 2016): 
• 15-24 years – 0.85%; 
• 25-34 years – 22.83%; 
• 35-49 years – 52.89%; 
• 50-64 years – 23.09%; 
• 65 years and over – 0.34%.
In the context of economic transition, Romanian labour market knew 
signifi cant changes in terms of main labour force indicators volume 
and structure. In Romania (like in other countries such as Bulgaria), the 
active and employed population diminished, population’s participation 
in economic activity decreased. Since 1989, the working population has 
fallen signifi cantly. Within adult population, the weight of age groups 35-
39 and 50-59 increased, while those of 15-19, 25-29 and 45-49 years of 
age decreased (Vasile, 2004). The ageing effects occurred after 2008 when 
the working age population included smaller generations born after 1990. 
The effects were stronger on the labour market both directly by changing 
the age structure in favour of the elderly, and indirectly by increasing 
economic dependence rate of old people.
The age structure of family physicians and increased labour mobility (with 
EU integration) may cause considerable strain on the health system. A 
United States Agency for International Development (USAID) study shows 
that majority of family doctors in Romania are between 45 and 55 years of 
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age and will retire in 10-15 years, while few young physicians are entering 
family practice. If this trend continues, the supply of doctors, especially 
family doctors, will decrease dramatically, leading to decrease of access 
and increase in operating costs of the system (Tarantino, Reynolds, 2007)
The dynamics of total number of physicians depends on the entries and exits 
by retirement and emigration. The analysis shows that (Stoicescu, 2005):
• the demand for medical profession is decreasing;
• losses by retirement or emigration after graduating are around 30-
32%;
• the average length of professional life in the speciality is 35-37 years.
The real earnings in general recorded serious falls during the fi rst years 
of transition (1991-1993), as well as in 1997, reaching in 1997 and 1999 
the minimum values of 56.2%, respectively 57.0% of the 1990 level (NIS, 
2009). Beginning with 2003, a recovery in the real value of earnings was 
noticed, refl ected by the level reached in 2008, exceeding the level of 
1990 with 27.6%. Till 2014, the average net monthly salary has been 
increasing, reaching the amount of 1 697 lei RON or approximately EUR 
382 (Table 5).
Table 5 Average net nominal monthly salary in health and social sector, 
2008 – 2014 (lei RON)
Year 2008 2009 2010 2011 2012 2013 2014
Total 1 309 1 361 1 391 1 444 1 507 1 579 1 697
Health and social work 1 266 1 342 1 226 1 210 1 315 1 456 1 496
• public ownership 1 281 1 360 1 231 1 196 1 301 1 442 1 484
• private ownership 1 044 1 097 1 160 1 373 1 463 1 597 1 599
Source: NIS, 2016
The social status of doctors and other categories of health personnel is low, 
relating directly to their wages. In 1998, the average monthly salary in health 
care sector was below the national average salary as calculated by the NIS. 
A survey conducted by the Centre for Health Policy showed that 93% of 
the primary physicians considered their income insuffi cient. Since 1999, 
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this situation has improved (Vlădescu et al., 2000). However, between 
1999 and 2008, the average salary in health and social work increased, 
but still remained below the national average. In 2008, the net monthly 
salaries in health and social work (1 266 lei) took the 6th place among other 
activities of the national economy (NIS, 2009); below the average monthly 
wages in fi nancial intermediations (2 991 lei), public administration and 
defence (2 147 lei), transport, storage and communications (1 535 lei), 
education (1 470 lei) and real estate and other services (1 372 lei). After 
2008, the average monthly salary has been increasing and reached 1 496 
lei RON (or approximately EUR 337) in 2014 (Table 5). Since 2011, the 
salaries in private sector have been relatively higher than these in public 
sector (Table 5).
The average monthly salaries in health and social work in North-West, 
Center, North-East and South-West Oltenia development regions are 
around the national average. Below the national average are the salary 
earnings in South-East and South-Muntenia regions. The monthly salary 
earnings in West development region and in Bucharest-Ilfov exceed the 
national average for health and social work. 
Maynard (2006) specifi es that in some new member states, there is 
inadequate funding to pay staff. Even when they are paid, often the 
provision of care is altered by systems of informal payment (Maynard, 
2006). This applies for Romania, too. According to Vlădescu (2000), 
nurses often have fewer possibilities for informal earnings.
One of the main problems facing the provision of health care in Romania, 
as well as in the other Central-East European countries, is the low pay 
of health professionals (WHO EURO, 2006). The low salaries for health 
professionals lead to professional dissatisfaction, poor staff morale, 
outfl ows, and request for informal out-of-pocket payments by patients. 
An ILO survey of health workers indicated that the normal duration 
of working week wasn’t changed after reforms, particularly in the 
public sector and in health sector. Nevertheless, in some cases, yearly 
measurement of work detected programmed increases in the total number 
of hours to be worked by individual workers during the year. The length of 
working day and the excessive number of extra overtime hours were also 
problems for the health sector (ILO, 1998). The ILO data for Romania 
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pointed out that during 1999-2007, health workers worked between 40 
and 41 hours per week. Ancillary staff worked more hours per week than 
this average.
2.2. Health professional education
Graduate training of doctors in Romania takes place in 11 state-owned 
universities, fi ve of which were established after 1989, and two private 
universities that are recognised by an independent national accreditation 
committee. A score of 7 (out of 10) or above in the state school examination 
gives a student the right to enter the competitive entrance examination to 
a faculty of medicine. There are approximately two to three applications 
for each opening yearly, and the gender mix is 60% women and 40% men. 
There are no restrictions set on numbers, each university deciding for 
itself the number of students to admit, depending on the available funding. 
Funds are determined by the Ministry of National Education and Scientifi c 
Research. The tuition is fully covered by the state (Vlădescu et al., 2008).
The graduate training lasts six years for doctors (including dentists) and 
fully complies with the EU requirements. After graduate study, medical 
students must pass a national exam. After passing a national examination, 
doctors may start a specialist training program (residency), including 
the specialty of family medicine, or work as non-specialist ambulatory 
physicians (general practitioners), in accordance with the score obtained 
on the test (Galan, 2006). Over the last 10 years, an average of 6 100 
persons have graduated yearly. Since 2004, the number of graduates in 
Medicine has been increased more than 3 times, reaching more than 7 600 
in 2013 (Table 6).
Specialisation is the second stage of a physician’s education and training 
process. Teaching takes place mainly in hospitals and ambulatories of the 
respective speciality. For the entire residency-training program, including 
the specialty of family medicine, competition is organised also at national 
level. There are approximately 1 400 residency places for training yearly in 
52 specialities (Vlădescu et al., 2008). A specialist’s training takes three to 
seven years, depending on specialty. New specialities appeared after 1990, 
including family medicine, with a 3-year residency programme. Public 
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health and health care management is also a medical speciality, with a 
4-year training programme (Stoicescu, 2005). Specialties and length of 
training for each specialty comply with EU regulations. 
The Ministry of Health establishes the number of available places for 
specialisation. According to Galan (2006), the Ministry of Health does 
not perform an evaluation of needs of physicians for different medical 
specialties. Vlădescu (2008) points out that there is no formal human 
resource strategy in place. The planning is yearly based and restricted to 
establishing the number of specialist physicians to be trained and their 
location in the public system. This type of planning is based on training 
capacity of university clinics as well as on the needs assessed by the 
District Public Health Authorities (DPHA). The transition period has 
proved that there is a constant need of public health specialists at different 
levels of the health system. 
After completing the specialist training period, doctors have to pass an 
exam to obtain the title of specialist. Afterwards, they are registered with 
the College of Physicians at the district level and obtain the license to 
practice as specialists. The membership in the College is compulsory 
(Galan, 2006).
According to Stoicescu (2005), the university medical education in 
Romania has positive traditions and is in generally adequate. There is 
an agglomeration of classic education centres, university hospitals and 
institutes, while the other facilities for development of practical skills are 
underused. However, gaps in training remain and there are challenges 
to address in areas such as mental health, palliative care and care of the 
elderly in which Romania doesn’t have strong traditions (Afford, Lessof, 
2006).
Continuing Medical Education (CME) is the third stage of medical 
education and covers formal and informal activities undertaken by doctors 
in order to maintain, update and develop their competences to meet the 
needs of their patients. It is aimed at physicians who have completed their 
training programs and who are authorised to practice medicine.
Recertifi cation is the process by which specifi ed demands must be met 
periodically by doctors in order to maintain their right to practice. In 
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Romania, the recertifi cation of physicians is done by producing proof of 
having accumulated professional credits from CME. It usually requires a 
minimum of 40 hours of CME per year. Credits may be different, giving 
more weight to interactive forms or practice audits, at the expense of classic 
forms. In Romania, recertifi cation for physicians is done by the College 
of Physicians every 5 years (Galan, 2006). The College has important 
responsibilities in areas concerning continuing medical education and 
accreditation of physicians. All newly established medical practices 
should also be approved at the district level of the College, in accordance 
with the criteria issued by the National Council (Vlădescu et al., 2008).
There have been changes in training for dentistry in order to comply 
with EU regulations. Since October 2003, new courses in dentistry have 
implemented the EU requirements, with increased education in dental care 
and more time devoted to clinical training. The academic and professional 
titles of dental practitioners have changed from “medical stomatologist” 
to dental physician. The right to free practice is granted by the College of 
Dentists and dentists can follow specialised postgraduate training.
There are six pharmacy university programmes and two departments of 
pharmacy within medical schools accredited by the Ministry of National 
Education and Scientifi c Research with a standard curriculum of fi ve 
years. There are restrictions for students admitted, based on the number 
of practising pharmacists and pharmacies per capita and territory. The 
application of this quota restriction is controlled by Ministry of National 
Education and Scientifi c Research, National College of Pharmacists, 
and Ministry of Health. The graduates have to pass a license exam for 
a master in pharmacy. The training meets EU requirements. The right to 
free practice is granted by the College of Pharmacists and pharmacists can 
follow specialised postgraduate training, too (Vlădescu et al., 2008).
The number of graduates in pharmacy has been increasing sustainable 
since 2004. In 2013, it rose to 1 816 – more than 14 times in comparison 
with the number in 2004 (Table 6).
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Table 6 Graduates in tertiary education – medicine 
and pharmacy, 2004 – 2013
Year Medicine Pharmacy
2004 2 452 125
2005 5 535 882
2006 5 562 730
2007 5 810 823
2008 5 754 842
2009 7 103 1 019
2010 6 392 1 371
2011 8 118 1 611
2012 7 473 1 961
2013 7 621 1 816
Source: NIS, 2016
The necessity to implement EU requirements in nursing training has led 
to some important changes. Since 2003, all state training programmes have 
been based in university colleges, and the curriculum is compliant with the 
EU directive. Because of the large number of private schools and limited 
control by the Ministry of National Education and Scientifi c Research, it 
is expected that many of these schools will be forced to close (Vlădescu et 
al., 2008). The admission to nursing schools is based mainly on intellectual 
capacities of the students (a minimum average of fi ve points, achieved by 
averaging high school grades and the “baccalaureate result”).
At present, new Faculties of Midwives and Nurses are set up at the 
Universities of Medicine and Pharmacy. Training period lasts at least 3 
years; with the possibility of attending afterwards master courses (Galan, 
2006). Eleven public universities and several private universities and nursing 
schools compete in the fi eld of medical education (Vlădescu et al., 2008).
Midwifery schools were abolished in 1978. The role of midwife was 
taken over by the general nurse with a short period of on-site training in 
obstetrics and gynaecology. In 2003, the Ministry of Health reintroduced 
the midwifery profession and the fi rst midwifery programme at university 
level was established with a curriculum and training period in compliance 
with EU requirements (Vlădescu et al., 2008).
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Registration for nurses and midwives is made by the Ministry of Health and 
by their professional association - Romanian Order of Nurses and Midwives.
From the legal point of view, Romania conforms to the EU directives 
regarding education and mutual recognition of diplomas for doctors, 
dentists, nurses, midwives and pharmacists.
2.3. Context of health system
Romania is a country emerging from four decades8 of centralised 
government control over the planning and delivery of preventive and 
curative health services. The main features of Romanian health system 
during these four decades were: socialist state monopoly over the 
ownership and management of health system, government fi nancing, 
central planning, strong institutional administrative control over each 
health care establishment, state monopoly over health services. Every 
hospital and health care establishment provided services to the citizens 
of a determined region. The inhabitants of a certain urban or rural region 
did not have the right to choose health care provider outside their region. 
Also notable were the absence of a private sector (private system was 
abolished) and the fact that all health professionals had the status of 
salaried civil servants.
Before 1989, remuneration of labour in health system was rather low, not 
only as compared to the countries with market economy, but also compared 
with the average salary in the country. As regards the condition of the 
system, problems with the staff came to the foreground. The low social 
status of health personnel was of utmost importance. The remuneration 
for labour of all categories of medical staff entirely failed to correspond 
to its level of qualifi cation and community welfare. For two decades 
(1960-1980), the remuneration of medical staff in Romania (as well as in 
Bulgaria, Poland, Hungary, former USSR, and former Czechoslovakia) 
was maintained by 10% lower than that of the employed in the agricultural 
sectors (Statistical yearbook of COMECOM9 member countries, 1981). 
8 In 1949, the Law on health organisation of the state was passed till 1989 when the com-
munist regime fell.
9 Council for Mutual Economic Assistance
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Regarding the physicians’ remuneration, contrast was impressive with the 
market developed countries.
The legacy of “Semashko” system (till 1989) has been refl ected in the 
problems faced by the health system after 1990 (Vlădescu et al., 2000):
• relatively small proportion of GDP dedicated to health care;
• centralised and inequitable allocation of resources (with informal 
payments and privileges to political leaders);
• lack of responsiveness to local needs;
• poor-quality primary care services, inadequate referral and 
overemphasis on hospital services with lack of good equipment and 
drugs;
• supply of beds and personnel not matched with provision of 
equipment and drugs;
• growing inequity in health care provision between regions and 
between different social groups;
• poor management capacity within health system and lack of health 
workforce with competencies in policy development and management.
Major reforms of Romanian health system were introduced in 1989 and 
in 1998 the centralised, tax-based health system was evolving towards a 
decentralised and pluralistic social insurance system. The health system 
continues to undergo rapid transformation and health reform is part of the 
country’s broader transition to political pluralism and market economy. 
Between 1990 and 1995, the government and Ministry of Health issued a 
series of decrees and orders, which over time led to many changes. None 
of these changes questioned the right to health care, which is ensured in 
Article 33 of the Romanian Constitution. These regulations covered many 
areas, such as reorganisation and fi nancing of health services, training, 
and ways of payment for health professionals. 
Since 1995, some important laws concerning structure and organisation 
of the Romanian health system have been passed. Of these, the most 
signifi cant were: Law 74/1995, concerning organisation of the College 
of Physicians; Law 145/1997 on social health insurance; Law 100/1997 
on public health; Law 146/1999 on hospital organisation; and Law 
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336/2002, regarding pharmaceuticals. The new regulations changed the 
entire structure of health system and established the legal framework for 
the shift from an integrated, centralised, state-owned and state-controlled 
tax-based system to a more decentralised and pluralistic social health 
insurance system, with contractual relationships between health insurance 
funds as purchasers and health care providers. Since 2000, the basic laws 
regulating health system have been modifi ed and adjusted several times.
The recent reforms in Romania are focused mainly on continuation of 
decentralisation process, on prevention and primary health care, on 
enhancement of a minimum package of services provision through more 
effective emergency services, on the private sector development and 
establishment of clear relations between the systems of health and social 
care. These reform directions were facilitated by introduction of the Health 
Reform Law in May 2006.
Since Romania adopted a mandatory social health insurance system in 
1998, the roles of main participants in health system have changed, 
relationships between different organisations have become more complex 
and the number of participants involved has increased. The Romanian 
health system is organised at two main levels: national/central and 
district. The national level is responsible for attaining general objectives 
and ensuring fundamental principles of the government health policy. 
The main central institutions are Ministry of Health and the NHIF. The 
government represents the highest authority within the Romanian health 
system, performing its stewardship role through the Ministry of Health. 
The NHIF represents the main fi nancial source as the third party payer 
of the system and receives funds collected by agencies of the Ministry 
of Public Finance. The district level is responsible for ensuring service 
provision according to rules set by the central units. Representatives of 
the main central authorities at a district level are the District Public Health 
Authorities, representing the Ministry of Health, and the District Health 
Insurance Funds (DHIF), representing the NHIF. There are 42 DPHAs 
operating as decentralised units of Ministry of Health - one for each of the 
41 districts plus one for Bucharest Municipality (Vlădescu et al., 2008).
After 1990, the private sector in Romania was restored. In the beginning 
of 1990s, private practices in primary and secondary health care provided 
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only a very small percentage of medical care. There were private medical 
offi ces staffed by general practitioners or specialist. Physicians who 
worked there generally divided their time between public and private 
sectors. Privatisation process was more active in dentistry. Pharmacies 
and pharmacists were also among the fi rst health care facilities and health 
professionals that were privatised or allowed to operate their own private 
business (WHO, 1996).
Till the end of 1990s, numerous doctors have already been operating 
private medical practices and in Bucharest and other large town, few 
multi-specialty private clinics have been established. Studies estimate that 
15% of physicians worked both in public and in private practice in the end 
of 1990s (Centre for Health Policies and Services, 1999). After Romania 
adopted a social health insurance system, family doctors represent the fi rst 
group of physicians in Romanian health system that is no longer state-
employed. The insurance law contributed signifi cantly to development of 
private sector in health care.
Practically all of the dentists, pharmacists and family doctors work 
exclusively on private. During 2000-2006, there was steadily development 
of private sector. In 2006, general practitioners offi ces, family doctors’ 
offi ces, dentist offi ces, pharmacies, pharmacy points and pharmacy stores 
operated mainly in private sector. Almost all health care specialised centres, 
89% of polyclinics, 80% of health care specialised offi ces, more than a 
half of dentist laboratories and one-third of medical laboratories were 
private ownership (NIS, 2009). In other words, primary and specialised 
outpatient health care now is mainly private. The mass of hospitals are still 
under public ownership. In 2014, there were 161 private hospitals out of 
366 in Romania or 44% (NIS, 2016).
Specialised physicians who work in ambulatory care generally divide their 
time between public and private sectors. Many of them are employees 
of a hospital and work extra hours in private settings, with or without a 
contract with the NHIF. 
Provision of health services in Romania occurs at three main levels:
• primary health care: delivered by family doctors who are independent 
practitioners contracted by health insurance funds but operating 
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from their own offi ces, very rarely organised in group practices;
• secondary care: delivered in hospitals and in ambulatory settings 
through the network of hospital outpatient departments, centres for 
diagnostic and treatment and offi ce-based specialists;
• tertiary care: provided in university and specialised hospitals.
Regulation of providers has an infl uence over the number and distribution 
of health care providers:
1. For secondary and tertiary care, market entry restrictions are 
described by the framework contract and refer mainly to professional 
competence.
2. In primary care, the main restriction is represented by the minimum 
number of patients (1 000), which a family doctor must enlist in order 
to entry in the market.
3. Limits of the number of registered pharmacists and pharmacies are in 
place.
Ministry of Health develops the legal framework in which health 
providers (both public and private) are functioning. There are specifi c 
technical norms for organisation and functioning of medical units, 
including staffi ng and budgeting norms. Ministry of Health establishes the 
number of hospital beds required at national level and recommends to the 
government opening or closing public hospitals (Vlădescu et al., 2008). 
Providers have to be authorised by the Ministry of Health to function. 
Only physicians are currently accredited by the College of Physicians. 
Professional associations (College of Physicians, College of Pharmacists, 
College of Dentists and Romanian Order of Nurses and Midwives) have 
roles in setting regulations of respective professions.
Remuneration is one of the main factors infl uencing job satisfaction of 
health professionals. Remuneration rate is closely connected to method of 
payment. Until 1994, all health personnel were paid by salary. This was 
one of the main reasons for dissatisfaction among health professionals. 
On one hand, salaries were very low, and on the other hand, this payment 
method did not provide any incentive to improve performance. At present, 
payment for medical staff varies, depending on the sector.
Public health professionals are paid by a salary established by consultation 
with the trade unions. The salary of medical doctors is usually higher than 
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the salary of other health professionals working in public health. This 
is an important reason why other specialists (economists, information 
technology specialists, engineers, sociologists, etc.) are not attracted to 
health sector. Physicians working in the Ministry of Health and DPHAs in 
public health functions are not content with their status as civil servants; 
they feel that they are not treated with the same respect as other physicians 
working as clinicians. As civil servants, they are not permitted to practise 
medicine and they risk losing recognition of their professional competence 
after fi ve years if not practising their profession. This limitation for 
practising medicine has a negative impact on their incomes and on their 
medical professional development.
In primary health care, family doctors are paid by a mix of age-weighted 
capitation (approximately 85%) and fee for service (15%) for some curative, 
preventive and health promotion services such as immunisation, monitoring 
some chronic diseases, mother and child surveillance. Both the number of 
patients and provided services are calculated in points. In order to avoid 
fraud and to ensure the quality of provided services, thresholds have been 
established for the number of points and the number of registered patients. 
There are bonuses for reaching an immunisation level higher than 95% and 
for serving rural areas. The total number of points is adjusted according 
to professional degree and working conditions in order to encourage 
professional development and to attract doctors in isolated areas. New 
family doctors receive fi nancial incentives for opening a practice.
Since 1999, payment of specialists in ambulatory services has been based 
on a fee-for-service schedule that relies on a points system. As for primary 
care doctors, the number of points is adjusted by working conditions and 
professional degree. Consequently, the point value is different for family 
doctors and specialists.
Physicians in ambulatory settings trained in non-clinical specialities, 
as well as dentists, are paid by fee for service expressed in prices, not 
points. Complementary and alternative medical practitioners are also paid 
by fee for service. Physicians in ambulatory units are allowed to receive 
direct payment for services required by patients without a referral, except 
emergencies and certain conditions for which, by regulation, a referral is 
not necessary. Direct payments can also be charged by dentists, as well as 
by complementary and alternative medical practitioners.
Hospital staff continues to receive salaries determined through governmental 
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decision. Managerial staff at all levels receives a management allowance. 
Nurses at all levels are paid by salary in both public and private health 
care facilities.
Pharmacists are paid by salaries within hospital pharmacies. Community 
pharmacies generate revenue through sales and pay their staff salaries. 
Salary negotiation takes place only in private sector on an individual 
basis, where the level is guided by the market. In the public sector, salary 
negotiations occur at national level by the trade union and the level is set 
by government decision.
Salaries in public sector have increased over the recent years, but there 
is still a large sense of dissatisfaction among health professionals. The 
average monthly salary in health and social work is near but still below 
the national average.
Remunerations in health sector are the main motive for unrest among the 
health professionals in Romania. In early 1998, 150 000 health workers 
went on strike and demonstrations about discrepancies between wage 
rise and infl ation (Rigoli, Dussault, 2003). They fi nally achieved a 30% 
increase in pay – far below the infl ation rate. In the beginning of October 
2009, around 800 000 health workers, teachers and other public sector 
employees, staged a one-day strike to protest against planned pay cuts and 
low incomes. The most numerous participants on the strike were health 
workers - over 120 000 employees.
A survey done by the National College of Physicians in 2007, found out 
that (cited by Galan, 2009):
1. The two main reasons for dissatisfaction related to physicians’ daily 
activity are lack of resources (especially modern medical equipment) 
and limited career opportunities.
2. The main reasons for preferring to work abroad were the low level 
of wages in Romanian health system (55%) and the poor working 
conditions (40%).
3. Physicians are also unsatisfi ed with the level of health system fi nancing 
(48%) and health system organisation (40%).
4. In addition, 54% of the physicians answered that they would like to 
work abroad; 89% of these would like to work in an EU country.
A different study in 2007 by the Health Solidarity Union, had the following 
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fi ndings (cited by Vlădescu et al., 2008):
• 64.89% of health workers would like to work abroad for a higher 
wage;
• 85.6% declared that they have colleagues who work abroad;
• 45.3% were not satisfi ed with current health reform implementation;
• 52% complained about fi nancing and funds managing in health 
system;
• 40% complained about poor working conditions;
• 50% complained about lack of motivation - the main reason was low 
wage.
In 2007, 57% of family doctors stated that the NHIF contract had a negative 
impact on their ability to access fi nancing and their access to facilities. 
Nearly 50% saw the contract with the NHIF as an impediment to expand 
their private practice. Over 42% considered that the NHIF contract has a 
negative impact on their medical training. The majority of family doctors 
(51.1%) stated that the NHIF contract allows stability of monthly revenue, 
and 47.9% believed that it has a positive impact on total monthly revenues 
(Tarantino, Reynolds, 2007).
In other words, the main factors that infl uence job satisfaction of health 
professionals in Romania are:
• the level of wages (remuneration rate, monthly revenue);
• working conditions;
• carrier opportunities;
• health system organisation and management;
• health system fi nancing;
• medical training, etc.
In principal, the work prestige of medical profession is high, but there 
are also factors with negative impact on it. The main of them is low social 
status of doctors and other health personnel, relating directly to their wages 
(Vlădescu et al., 2000). Low payment also contributes to a sense that staff 
is undervalued and undermines the perception that health professionals 
are respected by society. Stoicescu (2005) points out that the demand for 
medical profession is decreasing.
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According to Vlădescu (2008), nurses are still regarded as doctors’ assistants 
and not as independent health workers. Because their profession wasn’t 
an independent one during the past 30 years, other health professionals, 
especially doctors, do not perceive them as belonging to an autonomous 
profession. However, changes in their professional training system may 
have future benefi ts and may improve the status of nurses and midwives.
Physical conditions are also an important determinant of job satisfaction. 
Capital investments in health systems have not been a priority anywhere 
in Eastern Europe. Equipment has not been maintained and shortages 
of supplies are common. New technology has often been confi ned to 
urban settings, with access to training and use restricted to elite staff 
(Afford, Lessof, 2006). Poor pay and conditions have also encouraged the 
acceptance of informal payments.
A study of Ungureanu et al. (2015) showed that physicians’ and nurses’ 
preference of a workplace is complex and factors contributing to their 
choice are not related to their salary only. Apart from monthly wages, other 
equally important factors are work environment, opportunities for career 
advancement and hospital location. The authors concluded that efforts 
should be directed towards providing modern equipment and technology, 
as well as creating organizational cultures and ensuring fair professional 
development opportunities.
According to Vlădescu (2008), there is no clear workforce strategy in 
Romania. Actual planning is based on a relatively constant number of 
workplaces within the public system. If a numerus clausus10 is in place, it 
refers mainly to teaching capacity and not to health needs of population. 
The number of places in residency for doctors is determined by the 
Ministry of Health based on historical level of doctors for each speciality. 
Each year, the DPHAs report the estimated needs for each speciality in 
fi ve-year periods (fi ve year is the average duration of residency training) 
based on new entrants and exits from each speciality. Decisions to increase 
the number of trainees in a speciality are taken on an ad-hoc basis. 
In the case of nursing education, Ministry of National Education and 
Scientifi c Research sets admission numbers in public institutions, but 
it does not control enrolment numbers in private nursing colleges. A 
numerus clausus applies to pharmacists; density of pharmacists relative to 
population and density of pharmacies relative to area are regulated.
10 Restrictions set on number admitted students.
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Policies oriented towards numbers and skills of health professions have 
been governed mainly by harmonisation with EU regulations for mutual 
recognition and have not been intended to change the skill mix. Policies 
have mainly targeted training, upgrading of educational and training 
facilities and the retraining some health professionals11.
Table 7 Summary of pull, push, stick and stay factors – health care 
system context
Push Factors Pull factors
Low remunerations in public sector
Low work prestige of nurses (nurses 
are still regarded as doctor’s assistants)
Limited career opportunities
Lack of resources in public sector Un-
satisfactory health system organisation 
and reform implementation
Diffi cult selection process for entering 
health education (for physicians and 
dentists)
Higher wages in public sector




Conformity to the EU directives re-
garding education of doctors, nurses, 
midwives, dentists and pharmacists
Stick factors Stay factors
Attractive private practice in primary 
and specialised care, dentist care and 
pharmacy
Financial aid for opening a family doc-
tor’s practice
High work prestige of physicians
Free graduate training and specialisa-
tion (for physicians)
Insuffi cient number of physicians (es-
pecially in some specialties), nurses 
and midwives / Regulation on number 
of pharmacists
Promising career paths
Life-long training and self-develop-
ment opportunities
11 Before 1990, there were several different training schemes in nursing. In the early 1990s, 
Ministry of Health conducted an intense retraining programme to update the skills of nurses 





3.1. General migratory profi le
The limits of migration research come mainly from the fact that data are 
either too scarce, or too aggregated and unreliable. Romanian National 
Institute of Statistics fi gures permanent and temporary migration, both 
immigration and emigration. Different studies use different methods 
to estimate temporary migration, so results often differ. Some forms of 
migration are also diffi cult to be captured in classical methodological 
frameworks, for instance circular and illegal (or irregular) migration. The 
same is valid for mobility of health professionals.
3.1.1. Net migration
There are two demographic developments that characterise Romanian 
population: its declining size, coming from both natural decrease (since 
1992) and negative net external migration (since 1990) and increasing 
ageing due to low level of fertility, external migration and improvement 
of life expectancy at elderly population (Gheţău, 2008). The emigration is 
greater than immigration and that is one of the main reasons for population 
diminution.
According to the NIS (2009), the population that left Romania between 
1990 and 2008 is estimated at 404 396 persons, with this fl ow decreasing at a 
rate of about 10 000 people annually. Between 1991 and 2008, immigration 
is estimated at 104 835 persons (NIS, 2009). The simple mathematical 
difference between immigrants and emigrants over the period 1991-2008 
is a negative one - 201 636 persons. Exceptions were registered in 2001, 
2007 and 2008, when immigrant numbers were surpassing the emigrant 
numbers. Between 2009 and 2011, the above mentioned difference was 
also negative (Figure 4). After 2011, fi gures changed and the immigration 
exceeded the emigration in Romania. But the data refer only to permanent 
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migration; NIS calculate only the number of foreign citizens, who have 
settled their permanent residence in Romania, as well as the number of 
Romanian citizens, who have settled their permanent residence abroad. 
Net migration is the net total of migrants during the period, that is, the 
total number of immigrants less the annual number of emigrants, including 
both citizens and noncitizens. (Figure 4)
According to the United Nations Development Program (UNDP, 2009), 
net migration in Romania between 1990 and 2008 was -274 thousand 
persons and the net migration rate fell from -4.6‰ between 1990 and 1995 
to -1.9‰ in the next years.
Figure 4 Net migrations in Romania (based on permanent residence), 
1991 - 2014
Source: NIS, 2016.
From the census data of 1992 and 2002, one can see a decline in the 
recorded population of Romania of about 1.13 million persons. Only 330 
000 of this decline was accounted by the natural population increase, 
leaving a residual of net migration at about 800 000 persons. The data 
are also misleading, because circular and illegal migrations are unlikely 
to be captured by a census, or indeed any other usual statistical measure 
(Baldwin-Edwards, 2005a). According to Gheţău (2008), between 
1990 and 2006 Romanian population decreased with about 1.5 million 
inhabitants or with 6.5%. Only 29% of population loss was caused by the 
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negative natural increase rate; 21% was caused by the known and recorded 
emigration and the rest 51% - by the not recorded but estimated external 
migration.
According to Eurostat (2016), several EU member states had negative 
rates of natural change in 2014, with the largest reductions occurring in 
Bulgaria (-5.7 per 1 000 persons), followed by Romania (-3.5 per 1 000 
persons). After 2012, the decreasing population in Romania was mostly 
driven by the negative natural change that was supplemented by negative 
net migration (permanent and temporary). Romania was experiencing 
a falling population with birth rates at 8.3 births per 1 000 persons and 
death rates at 11.4 per 1 000 persons in 2014. The total fertility rate fell 
signifi cantly below the replacement level of generations (1.4 live births 
per woman in 2014), reversing the proportion of elderly in detriment of 
the youth (Litra, 2015). In 2014, Romanian population declined to under 
20 million, a fi gure similar to that of 1966.
However, forecasts show that in the long run, Romania is not likely to be a 
permanent source of migrants for the EU countries because of demographic 
changes and anticipated improvements in economic conditions (Oprea, 
Popescu, 2008). UNDP (2009) estimates show that future migration rate 
for Romania will become positive after 2019. After 2016, it is believed 
that Romanian migration phenomenon will dramatically change as a 
result of economic and social progress, leading to a decrease of Romanian 
emigrants. According to United Nations’ prospects, several countries in 
Europe are expected to face populations decline by more than 15% by 
2050, including Bosnia and Herzegovina, Bulgaria, Croatia, Hungary, 
Latvia, Lithuania, Republic of Moldova, Romania, Serbia, and Ukraine. 
Fertility in all European countries is below the level required for full 
replacement of the population in the long run (around 2.1 children per 
woman, on average), and in the majority of cases, fertility has been below 
the replacement level for several decades (UN, 2015). 
3.1.2. Immigrants
The infl ow of foreign migrants was rather limited during the communist 
era, as any aliens – especially those from “unfriendly” countries – were 
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considered by the authorities to be a potential threat. Visits of foreign 
citizens were monitored closely, even in the case when these foreigners 
visited their friends and family members; Romanians had the legal 
responsibility to report to the authorities any non-Romanian citizen 
they hosted in their homes (HWWI, 2007). In this context, infl ows were 
low and reduced to student travels, tourism, and short-term commercial 
activities – “suitcase trade” associated with Polish, Russian, and Moldovan 
migrants, especially in the 1980s (Lăzăroiu, Alexandru, 2008). Foreign 
students, especially from the Middle East and African countries, were well 
represented at Romanian universities from the 1970s onwards. At its peak, 
the annual stock of foreign students rose to 16 900, representing 7-8% of 
all students registered at Romanian universities in 1981 (HWWI, 2007).
At the beginning of the 1990s, Romania had a relatively modest level 
of immigration. Figure 5 shows the numbers of foreign nationals who 
changed their permanent residence to Romania between 2000 and 2014. A 
little over 178 thousand people in 15 years is a rather insignifi cant number 
for a total population of over 20 million inhabitants, in average; or the 
offi cial number of immigrants is less than 1% of Romanian population. 
Evolution of the data is less than constant: toward the end of the 90s 
and the beginning of the 21 century, a peak seems to be reached (11 
907 individuals in 1998 and 11 024 in 2000), after which the numbers 
started to drop until 2005. Between 2006 and 2008, the number of foreign 
citizens with a permanent permit in Romania increased and in 2008 it 
rose almost twice in comparison with 2005 and reached the levels from 
1999 and 2001. After 2011, another increase was observed. In 2013, the 
number of immigrants reached approximately 24 thousand persons and 
in 2014, it run to more than 36 thousand (Figure 5). These fi gures refer 
only to permanent immigration or to foreign citizens who settled their 
permanent residence in Romania. An increase by 4.7% in the number 
of non-EU citizens moving to Romania (58 500 in 2013) contributed to 
closing the gap between the outfl ow and infl ow (OECD, 2015a). In total, 




Figure 5 Immigrants by sex in Romania (foreign citizens who settled 
their permanent residence in Romania), 2000 - 2014
Source: NIS, 2016.
Temporary immigration does not improve matters. During 1994-1998, 
the number of foreign citizens with temporary residence visas (more than 
120 days) fl uctuated between 54 and 55 thousand (OECD, 1999; OECD 
2000). The number of such persons rose by 12% in 1999 to almost 62 
thousand (OECD, 2001). By the end of 2000, Romania registered 69 370 
foreign citizens with temporary residence, which represented an increase 
of 7 490 in comparison with 1999 (OECD, 2002). After 2000, the number 
of temporary immigrants in Romania began to diminish. For the year 
of 2005, the Authority for Aliens registered almost 50 thousand foreign 
nationals (more than 90% with temporary residents) and 48 thousand 
with temporary residence in 2006 - approximately 0.2% of total Romania 
population (OECD, 2007 and 2008). 
Since 2008, the National Institute of Statistics in Romania has been 
registering temporary migration. In average 150 thousand foreign citizens 
are registered on yearly basis in Romania. In 2012, a pick was reached with 
more than 167 thousand foreigners with temporary residence in Romania 
(Figure 6). In 2013 and 2014, fi gures dropped respectively to 153 and 136 
thousand persons.
By 1996, only several hundred foreigners received work permits; by 
the end of 2000, this number grown to 1 580. Since then, the number 
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of foreigners with work permits has increased, from 3 678 in 2005 to 
7 993 at the end of 2006. The rise in the number of foreign workers is 
attributed to Romania’s economic revival and partially to the opening of 
Romania’s labour market in the context of the country’s EU accession 
(HWWI, 2007). In 2013, 2 100 migrants received work authorisations, 
mainly permanent workers, athletes, posted workers and highly skilled 
workers. Most incoming migrants, however, entered on the basis of family 
reunifi cation or as family members of Romanian citizens, or for study 
(OECD, 2015a).
Figure 6 Temporary immigrants by sex in Romania, 2008 - 2014
Source: NIS, 2016.
Between 1991 and 2007, Romanian authorities registered 15 965 asylum 
seekers and offered protection to 2 723 of them. Most of the asylum seekers 
came from Iraq (43.2%), Iran (12%), Palestine (8%) and the Democratic 
Republic of Congo (7.1%). Most of them were actually transit migrants 
trying to cross the border to travel further west. Of the total, 72.5% had 
refugee status while 27.5% had other forms of protection. Altogether 25% 
of them had fi nished their studies in Romania and 64.5% had a job (Ghinea, 
2009a). In June 2006, 671 people who had been granted refugee status or 
other form of protection were living in Romania (Lăzăroiu, Alexandru, 
2008). 
In 2013 and 2014, the number of asylum seeker applications decreased 
87
Migration fl ows
in comparison with previous years. In Bulgaria, by contrast, they almost 
doubled from 2013 to 2014. Top three countries of origin of the asylum 
seekers in Romania were Syria, Afghanistan and Iraq (OECD, 2015a). 
A total of 216 cases were granted a form of protection in 2012; in 2013, 
the number rose to 896 (IOM, 2013). The number of migrants transiting 
through Romanian territory as a gateway to the Schengen area increased, 
refl ecting the situation in Northern Africa, Ukraine and the Middle East. At 
the borders with Moldova, Ukraine and Serbia, more irregular migration 
was observed in 2013 than in 2012.
The immigrant’s dominant profi le – a refugee, an asylum seeker, an 
immigrant for labour, study or business purposes – is based on men’s 
preponderance. The asylum seeker’s dominant profi le is a young man, 
aged between 21-30 years (Lăzăroiu, 2003). When the total number of 
immigrants is taken into account, the gender based structure is quite well 
balanced (Nicolescu, Constantin, 2005). In the recent years, the average 
immigrant profi le indicates rather young men aged 18–35, with vocational 
or high school studies, working as skilled workers in big towns and 
Bucharest (Lăzăroiu, Alexandru, 2008).
Table 8 Main countries of origin of immigrants with permanent 
residence in Romania, 2000 - 2014
2000 2005 2010 2014
Austria 84 76 111 69
Canada 60 153 230 202
France 110 117 149 160
Germany 227 238 438 269
Israel 57 134 108 106
Italy 70 216 1274 879
Moldova 9146 1917 1973 20125
USA 161 311 434 369
Ukraine 649 27 39 1090
Hungary 173 74 294 163
Other countries 287 441 2009 13212
Source: NIS, 2016
Regarding the foreign citizens with permanent residence, in the beginning 
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of 1990s, the immigrants from Germany and Austria prevailed. After 1996, 
most of immigrants came from Moldova. In 2005, the main countries of 
origin of foreign citizens, who settled their permanent residence in Romania, 
were Moldova, the USA and Germany (Table 8). After Romania’s accession 
to the EU, most numerous immigrants were these from the Republic of 
Moldova, which number reached over 20 thousand in 2014.
Regarding temporary immigration (and especially immigrants for labour), 
in the beginning of 1990s, it was mainly Moldovans and Ukrainians that 
came to Romania looking for a job. In the middle of 2000s, most numerous 
immigrants in Romania were business immigrants coming from China, 
Turkey, and Arab countries (Lăzăroiu, Alexandru, 2008). Between 1997 
and 1998 – considered to be the boom years of Chinese immigration to 
Romania – it can be estimated that some 20 000 Chinese people resided 
in Bucharest. After that, this number has decreased between 6 000 and 12 
000. Almost all of the immigrants live in Bucharest. They are entrepreneurs 
in its entirety – 96% of them are in the business sector (Wundrak, 2007). 
A numerically important group of immigrants (both permanent and 
temporary) enter from the Republic of Moldova. Dual citizenship, illegal 
migration, and/or forged passports are specifi c phenomenon related to this 
immigration group. In the context of its accession to the EU, Romania 
introduced mandatory visas for Moldovan citizens. This has resulted in an 
exceptional increase in the number of applications by Moldovan citizens 
for Romanian citizenship. Since the beginning of 2007, 500 000 Moldovan 
citizens (with accompanying children, approximately 800 000 persons) have 
applied for Romanian citizenship. This is extraordinary, considering that the 
Republic of Moldova had only 3.8 million inhabitants (HWWI, 2007).
Starting in 2004, Romanian labour market began expanding. Migration to 
Western Europe, especially to Spain and Italy, and population ageing in 
Romania have led to a labour shortage in certain domains such as tourism, 
construction, clothing and leather goods industry, agriculture (Silaşi, 
Simina, 2007; Ghinea, 2009a; Toth, 2007). To replace the emigrated 
labour force, Romania should fi nd workers from other labour markets. 
The foreign workers “imported” by local companies are mainly non-EU 
citizens (considered as third country nationals) and therefore they could 
not travel freely to the EU (Silaşi, Simina, 2008). The entrepreneurs have 
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started employing Asian workers especially in construction and clothing 
industry, but this practice is somewhat experimental, the numbers reaching 
only several thousand (Ghinea, 2009a).
In 2013, 60% of the immigrants in Romania were non-EU citizens, with 
the largest groups coming from Moldova, Turkey, China, Syria and the 
United States. By far the largest group of EU citizens in Romania came 
from Italy. Just over 21 000 migrants were employed in 2013, including 3 
400 from Turkey, 2 300 from China, 1 900 from Italy, 1 300 from Hungary, 
and 1 100 from Moldova (OECD, 2015a). Almost half of all migrants 
resided in or around Bucharest.
Given the expected future growth of demand for labour it is predicted 
that the stock of foreign workers integrated into Romanian labour market 
might reach 200 000 – 300 000. Romanian authorities are expecting a 
considerable increase in immigration (HWWI, 2007). The Ministry of 
Administration and Interior estimates that the annual number of immigrants 
will increase to 15 000-18 000 and could even reach 25 000-60 000 after 
2016. These numbers are still far below those in Western countries and it 
is not clear to what extent Romania is prepared to become a destination 
country in the coming years (Ghinea, 2009a). However, immigration to 
Romania now is not an important social phenomenon.
3.1.3. Emigrants
During communist regime, Romanian authorities exercised rather 
restrictive exit policies, severely limiting the right of citizens to travel 
outside the country. Migration was only allowed under close supervision 
of the state. Outfl ows were restrained to labour exchanges, student visits, 
short-distance border traffi c, organised tourism, and ethnic minorities’ 
migration. Certain groups such as critics of the regime and German and 
Jewish ethnic minorities were permitted to leave the country. There were 
also people who crossed the border illegally heading either to Western 
countries or to the USA or Australia (Lăzăroiu, Alexandru, 2008). Ethnic 
minorities (Jews, Germans and Hungarians) were clearly over-represented 
among the group of people who legally emigrated from Romania during 
the communist regime. Emigration of Romanian Jews began immediately 
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after the Second World War, and under the communist regime the majority 
of Jewish community (between 300 000 and 350 000 persons) moved 
to Israel or the USA. Starting in 1985, Hungarian minority emigrated in 
increasing numbers to neighbouring Hungary. In this case the vast majority 
of those leaving were illegal migrants (HWWI, 2007).
After 1990, migration movements in Romania largely concern emigration. 
Baldwin-Edwards (2005a) identify several phases in post-1990 
emigrations till the Romania’s accession to the EU:
1. 1990-1993: mass permanent emigration of ethnic minorities (German, 
Hungarian) plus Romanians fl eeing because of political turmoil 
and poverty. In the fi rst three years (1990-1992) after the fall of 
communism, about 172 000 persons legally emigrated from Romania. 
They were Romanian citizens who settled their permanent residence 
abroad. In 1990, emigration reached its peak, with 96 929 Romanians 
moving abroad (NIS, 2009). This emigration was a result of travel 
liberalisation as well as turbulent economic and political environment 
in the country. Ethnic minorities (especially Germans and Hungarians) 
where over-represented in legal emigrant population; for example, 60 
thousand in 1990 were Germans and 11 thousand were Hungarians 
(NIS, 2009). Main motivation for emigrating during this time was 
economic. At the beginning of the 1990s, mainly highly qualifi ed, 
young emigrants obtained long-term, legal residence in various 
European countries, the USA and Canada (HWWI, 2007).
2. 1994-1996: low levels of Romanian economic migration to Western 
Europe (mainly for seasonal or illegal work), along with continued 
very low levels of ethnic migrations and asylum-seeking were 
observed. In 1994, the number of emigrants (who settled their 
permanent residence abroad) decreased by 17 thousand; over the 
next two years increased again to 25 675 in 1995 and 21 526 in 
1996. During this period, the ethnic migration reduced signifi cantly. 
Emigration decreased steadily after 1992, but the offi cial data only 
represents legal (permanent) emigration from Romania. However, 
the gap between general emigration trends and offi cial fi gures of 
emigrants points to extensive irregular migration. Indeed, most 
analysts consider irregular emigration to be much higher than regular 
migration (Ghinararu, Linden, 2004).
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3. 1997-2001: development of several parallel trends makes the 
emigration a complex phenomenon to analyse (Baldwin-Edwards, 
2005a):
• permanent migration increasing to the USA and Canada, rather than 
legal migration to European countries (OECD, 2001). Over this 
period, age structure and educational level of (permanent) migrants 
also changed, making emigration a potential issue of brain-drain. 
The number of permanent emigrants has been steadily decreasing 
during this period;
• the emergence, especially since 1999, of illegal or circular migration 
to European countries (Sandu et al., 2004);
• since the second half of the 1990s, “temporary migration for work” 
to developed countries became the main form of outward migration. 
Consequently, external employment in 1999 was double that of 
1992 (Zaman, Stănculescu, 2007);
• growth of traffi cking in migrants, a phenomenon overlapping illegal 
migration but distinguished by violence and abuse by traffi ckers/
employers. This type of migration is thought to be predominantly of 
females for sexual exploitation, and mainly from minors;
• from 1999, a small usage of labour recruitment agreements with 
various European countries (Germany, Spain, Portugal, Italy);
• developing circular migration of Romanians between Germany and 
Romania (OECD, 2005).
4. 2002-2006: elimination of the Schengen visa requirement promoted a 
rapid growth in circular migration, even to the extent that Romanians 
who had previously been “stranded” in Schengen countries were 
able to return to Romania and to enter the circular migratory system 
(Baldwin-Edwards, 2005a). 2002 is considered as turning point in 
migration phenomenon. Permanent migration fl uctuated between 8 
and 14 thousand - signifi cantly below the levels from the fi rst half 
of 1990s (Figure 7) and was almost replaced by the temporary one 
(Mircea, Pristavu, 2008). Despite that the national statistics show 
some decline in permanent emigration during this period, data from 
a number of main receiving countries suggest that emigration has 
not decreased, but rather stagnated or has even grown slightly (NIS, 
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2009). In contrast to the decline in offi cially recorded permanent 
emigration, temporary emigration of Romanian workers negotiated 
through bilateral agreements and other intermediation of Romanian 
authorities increased signifi cantly in 2005: more than 52 000 persons 
migrated under such schemes. There were also a large number of legal 
employments abroad arranged by private employment agencies. This 
covered about 100 000 contracts in 2004 (OECD, 2007). In 2006, about 
68 000 persons emigrated from Romania under mediated temporary 
employment contracts: 53 000 through the Offi ce for Labour Force 
Migration and 15 000 by private agencies (OECD, 2008).
In 2007 and 2008, migration movements in and out of Romania were 
marked by the country’s accession to the EU on January 1, 2007. 2007 
was marked by a signifi cant increase of Romanian emigrants particularly 
in OECD countries - 550 000 emigrants for the year or more than 10% 
of total OECD infl ows (OECD, 2013). It is estimated that more than 
1.5 million Romanians were working abroad in 2007. Partial empirical 
evidence indicates a signifi cant change in composition of Romanian 
temporary emigration. It seems that both low- and high-skilled workers 
took advantage of the open borders (Sandu, 2007). 
Offi cial fi gures from Romania in 2007 strongly underestimate actual 
emigration as persons emigrating do not necessarily report this to the 
authorities. An indication of actual fl ows is given by immigration data 
from key destination countries, namely Spain and Italy. The year-by-
year increase in the stock of Romanian nationals with permits between 
December 31, 2006 and December 31, 2007 in Spain was about 393 000, 
which represents almost a tripling of the stock in one year. For Italy, fi gures 
indicate a doubling of the stock of resident Romanian citizens for 2007 
(the 2006 stock was about 340 000). In both Spain and Italy, however, it 
seems that many of persons registered as infl ows in 2007 were already in 
the country before January 2007 (OECD, 2008). 
The number of low and highly skilled emigrants rose slightly in 2008 
compared to 2007 (Sandu, 2008). Permanent emigration remains relatively 
small, with an average of 9 thousand persons settling abroad between 
2007 and 2010 (Figure 7). Starting with 2011, permanent emigration rose 
signifi cantly – from around 8 thousand in 2010 to above 18 thousand in 
2011. In 2013, permanent emigration reached its pick with 19 thousands 
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and in 2014, decreased again (Figure 7). 
Figure 7 Emigrants by sex (Romanian citizens who settled their 
permanent residence abroad), 2000 - 2014
Source: NIS, 2016
According to the NIS in Romania, from 1990 to 2014, 489 128 Romanian 
citizens changed their permanent residence abroad (NIS, 2016). The 
numbers are consistent, but they mainly indicate permanent immigration, 
and especially immediately after 1990, ethnic migration. The research, 
conducted by Sandu et al. (2004), has used the information collected during 
the 2002 census. The authors state that 361 310 people were temporary 
migrants at that time. Information collected through opinion polls offers 
different estimates. A poll, using a sampling method which took into 
account the particularities of migration, suggested that approximately 777 
200 people left the country in 2006 (Sandu, 2006). In 2007, one of the 
few estimates of Romanians’ migration volume was that approximately 2 
million Romanians were working abroad over longer periods of time, as 
well as between three and fi ve hundred thousand “very unstable” migrants 
with short periods of residence abroad (UNFPA, 2007). According to 
International Organisation for Migration (2013), it is estimated that more 
than 3.5 million Romanians worked abroad in 2013.
In summary, temporary emigration is the most dynamic segment of the 
total migration based in Romania after 1989. Even if its patterns are less 
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documented, it is obvious that working abroad is a pattern that affected the 
whole country (Sandu et al., 2004).
According to the NIS data concerning temporal migration, from 2008 to 
2014, 1 447 770 Romanian citizens were working abroad on temporary 
basis, without changing their permanent residence. Since 2008, the number 
of temporary emigrants has been diminished and fl uctuated between 162 
and 246 thousand persons (Figure 8). 
Figure 8 Temporary emigrants by sex, 2008 - 2014
Source: NIS, 2016
According to the NIS (2016), women accounted for 49% of emigrants, 
and 56% were between 25 and 44 years old in 2014. Emigration of highly 
skilled professionals – especially health care personnel, but also teachers 
and IT specialists – continued to be a concern for the Romanian authorities 
(OECD, 2015a). Any remaining restrictions on employment of Romanian 
nationals in other EU member states were lifted in January 2014. This 
caused an insignifi cant increase of temporary emigration in 2014 in 
comparison with 2013 (Figure 8).
The original massive numbers of asylum-seekers from Romania were 
in the early 1990s, peaking at 116 000 in 1992, but by 1996 were below 
10 000. Of these early 1990s asylum-seekers, most went to Germany and 
more than half were Roma (Ethnobarometer, 2004). Despite massive 
improvements in both political stability and economy, in 2004, there 
were still 4 218 Romanian asylum-seekers for that year (UNHCR, 2005), 
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along with some 2 000 outstanding applications prior to that. The average 
recognition rate for 2004 was 10.6%. The main country of application 
for 2004 was Italy, with 1 015 cases and a very low recognition rate of 
2.9%; the second country of choice was France, with 852 applications 
(UNHCR, 2005). In 2005 and 2006, Romania continued to produce 
signifi cant numbers of asylum-seekers, but in continuous decline. In 2006, 
there were 1 314 Romanian asylum-seekers (UNHCR, 2006). According 
to UNCHR (2006), persons from Romania, recognised as refugees until 
2006, amounted to 7 234.
The destinations of Romanian emigrants have changed considerably over 
the years. Regarding permanent legal migration, the main countries of 
destination in the beginning of 1990s were Italy, Hungary, the USA and 
Austria. Also Canada and France were important destination countries. 
In the beginning of the new millennium, most of Romanian citizens, 
who emigrated, settled their permanent residence in the USA, Canada, 
Germany and Italy. In 2005 and 2010, destination countries for permanent 
migration remained the same (Table 9). In 2014, Spain became the most 
preferred country for Romanian citizens, followed by Germany and Italy. 
In the context of Romanian accession to the EU and lifting of the labour 
market restrictions in 2014, the USA and Canada were less attractive than 
the EU member states.
Table 9 Main countries of destination of emigrants with permanent 
residence abroad, 2000 - 2014
2000 2005 2010 2014
Austria 270 421 569 569
Canada 2518 1220 858 688
France 809 343 405 495
Germany 2216 2196 1399 2008
Greece 328 114 133 60
Israel 433 64 62 22
Italy 2142 2731 844 1553
Spain - 139 882 3134
USA 2723 1679 1086 536
Hungary 881 1013 266 286




During 1990-2008, main destination countries for Romanian labour 
migration also changed considerably. Between 1990 and 1995, when 
the entry to various Western European countries was severely limited, 
Romanian workers headed mainly to Israel, Turkey, Hungary (mostly 
ethnic Hungarians) and Germany. Germany, the USA and Hungary were 
the main destination countries before and after 1989. Ethnic identities 
and networks of relatives were the main basis for this continuity in the 
emigration structure (Sandu et al., 2004). During 1996-2002, westward 
migration prevailed, with large numbers of workers going to Italy and, 
increasingly, to Spain (HWWI, 2007). After right for free movement in the 
Schengen area was granted in 2002, there was a large fl ow of temporary 
migrants from Romania to Italy (50% of migrants), Spain (24%), Germany 
(5%) and Hungary (4%). Important destination since then included also 
Portugal and the United Kingdom.
After 2000, Romania became one of the ten main origin countries for 
immigration in OECD member countries. Together with China and Poland, 
Romania was at the top of the list in 2005 and 2006. Flows from Romania 
were highly concentred in Europe with 90% of movements towards three 
destination countries, namely Spain, Italy and Germany (OECD, 2007 and 
2008). In 2013, Romania ranked second with 5.5% of overall infl ow to 
OECD countries or 300 000 immigrants. The fi gures are stable compared 
to 2012 and 2011, but well below their level in the mid-2000s (OECD, 
2015a). Indeed, relative to its population, Romania has much higher 
expatriation rates to OECD countries than China.
Romania was the most important origin country of immigration to 
Spain and Italy. In 2007, the main destination for migrant workers from 
Romania was Italy where more than half of them resided. In 2007, the 
number of new temporary migrants from Romania to Italy ranged from 
about 60 000 to 100 000 (Sandu, 2007). In 2008, Italy and Spain were 
still the main destination countries for Romanian emigration, with about 
40-45% of migrants residing in Italy and about 30-35% in Spain (Sandu, 
2008). Linguistic proximity seems to explain the orientation of Romanian 
emigration to these countries. In 2010 and 2011, with more diffi cult labour 
market conditions in Italy and Spain in particular, Romanians redirected 
their movements to other EU countries. Since the EU accession, Romanians 
were the main nationality of new migrants also in Hungary and Portugal. 
In addition, Romanians were also the second most important origin group 
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for Austria, Denmark and Germany (OECD, 2015a).
Data for permanent migration shows that most Romanian emigrants, who 
settled their permanent residence abroad, are 18-40 years of age, when 
they have already acquired some professional experience and skills. This 
age also gives a large enough span of active life remaining, including 
readiness for training and continuing education. Regarding the temporary 
labour migration, migration fl ows are male dominated, composed of 
averagely educated people, young persons, skilled workers from big cities 
and Bucharest. Also migration from rural settlements cannot be neglected. 
Different characteristics of migration (volume, destination country) 
vary across different regions of the country (Lăzăroiu, 2003). Foremost, 
Romania witnesses the “brain” and “care drain” of its own citizens, who 
exercise their mobility rights within the EU.
The typical male Romanian emigrant works in construction, and the 
typical female emigrant is a housekeeper; frequently they live abroad not 
as individuals but as families (Sandu, 2008). Construction is the main 
occupation of labour migrants from Romania, in 2005, 35% of migrants 
have been working in this sector. It is followed by agriculture (28%), 
housekeeping-care (15%) and tourism (hotels and restaurants) with 12% 
(Aghazarm, Escudero, 2008).
Survey data collected abroad indicate that at the end of 2008, a large 
number of Romanian emigrants started to be concerned about the future in 
the context of the global economic crisis. Among Romanian immigrants to 
Spain, the share of those having intention to return to Romania was about 
one third (Sandu, 2008). Some started returning home in late 2008 after 
the economic crisis hit Spain, but the number of returning Romanians was 
low. The associations of Romanians working in Spain and Italy estimated 
that about 10% are seriously considering returning home. Romanian media 
reported that many of migrants would rather wait in Western Europe for 
better times than return home, since they are sceptical about opportunities 
offered in the country (Ghinea, 2009a). Constraints on labour markets in 
origin and in destination countries in times of crisis can shape the re-
migration patterns to a large extent. 
It is noteworthy that the percentage of people without employment almost 
doubles at the moment of return. Statistical analysis shows that there is 
a positive association between the intention to leave abroad again and 
the absence of employment in the home country at return. After working 
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abroad, fewer people are interested in returning to do the same job with 
much lower pay in the country of origin. If before leaving abroad 18.4% 
of the population was working in construction, on return the percentage 
dropped to 8.3%. Also, working in a private house is not at all attractive in 
the home country. Jobs in the hotel and restaurant business also seem to be 
more profi table abroad than at home (Lăzăroiu, Alexandru, 2008).
3.1.4. Emigration by development region in Romania
General data on international migration by development region can offer 
a proper estimation of this phenomenon among health workers. In 2006, 
most emigrants were from the development regions of Center, North-East 
and Bucharest-Ilfov. The net migration in all regions was negative, except 
in Bucharest-Ilfov, where the balance between the number of immigrants 
and emigrants was positive. In 2014, the number of immigrants in North-
East region exceeded signifi cantly the number of emigrants from the same 
region (Figure 9). Other regions with positive net migration were these of 
Bucharest-Ilfov, North-West and South-East. In South-Mintenia, South-
West, West and Center regions, emigrants were more than the immigrants 
(Figure 9). 





Regional distribution of emigrants may be described as follows 
(Heringhaus, 2008):
1. North-East – a considerable part of the population migrated to other 
districts or abroad. Main destinations are Western Europe and Israel. 
Money transfers sent from emigrants cannot be estimated reliable 
as only a part is transferred via the banking system. The demand of 
deposit stocks in foreign currencies grew considerable from 2006 to 
2007 by 36.6% and accounted to EUR 143 million.
2. South-Muntenia – a considerable part of the massive growing 
deposits in foreign currency of the population might stem from 
emigrants working abroad.
3. South-West Oltenia – despite the low standard of living, migration 
potential in this region seems to be more moderate than in other 
regions, judged on demand of deposits in foreign currency (EUR 44 
million in 2007).
4. West – despite its attractive economic profi le, migration is an 
important issue in the region. Not only the most Germans and Serbs 
left the region, also many Romanians from this region preferred to live 
and work abroad. This trend tends to affect the remittances-infl ows. 
Demand of deposits in foreign currencies amounted up to EUR 127 
million in 2007.
5. Center – the regional average salary tends to be lower than the 
national average and unemployment tends to be higher than the 
national average. This might contribute to a big migration potential, 
especially of younger generations. Demand of deposits in foreign 
currencies amounted to EUR 120 million in 2007.
The number of emigrants decreased after 2000. The right to free movement 
in EU (and to work in some countries) diminished propensity to emigrate 
(permanent). On the other hand, high emigration of ethnic Germans in 
the fi rst half of 1990s could explain the decline of emigration rate by 
development region after 2000. Between 2001 and 2010, regions with 
the highest emigration rates were Center, Bucharest-Ilfov and West. After 





Broadly defi ned, remittances are the money which migrants earn abroad 
and send back home. They represent a private fl ow of capital from the 
country of employment to the country of origin. If one considers labour 
as an export, then remittances are the payment for this export (Daianu et 
al., 2001).
According to the International Monetary Fund’s interpretation, remittances 
have three different components: 
• workers remittances, that are the value of monetary transfers sent 
home from workers abroad for more than one year;
• compensation of employees, that are the gross earnings of foreigners 
residing abroad for less than 12 months;
• migrant transfers, that are the net worth of migrants who move from 
one country of employment to another.
The volume of remittances in Romania has been continuously increasing 
since 1995. Between 1995 and 2000, the volume of remittances in Romania 
increased signifi cantly and in 2000 reached USD 6 million (Figure 10). 
During 2000-2004, the remittances rose slightly. Reports show that, since 
then, the volume of remittances has grown in an impressive manner in 
close relation with the outward migratory fl ows, to reach an estimated 
USD 27 million in 2005. The World Bank reported USD 49 million and a 
huge growth of USD 334 million in 2006 and 2007, respectively (Figure 
10). In 2008, remittances increased almost 2 times. After that, there was 
a decline till 2014 when the fi gures reached almost the level from 2008 
(World Bank, 2016).
However, the numbers may vary across sources. For example, data from 
the National Bank of Romania and from the World Bank differ vastly. The 
explanation behind this discrepancy is that the National Bank of Romania 
doesn’t use the item “migrant transfers” but instead an item called “other 
transfers” that the World Bank does not consider (IOM, 2008).
After 2007, Romania was among the top 10 remittance-receiving countries, 
according to the estimation of the World Bank. In its second year as a new 
member state of the EU, Romania remains amongst the top 10 countries 
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in the world that are dependent on remittance in-fl ows. In 2013, Romania 
ranked three in Europe and Central Asia for receiving remittances (World 
Bank, 2013). Remittances fl ows to Romania are the largest in the EU. 
About 2/3 of remittances fl ows to Romania were from Italy and Spain 
(OECD, 2013).
Figure 10 Remittances in Romania, 2000 – 2014 (million USD)
Source: World Bank, 2016
According to Zaman and Stănculescu (2007), some 40% of remittances are 
delivered through social networks and 60% through institutional channels. 
Almost all East European bus transport companies also offer courier 
services. Because of the low cost, mainly poor and unskilled workers use 
them both for travelling and sending remittances.
Remittances constitute an important source of fi nance for Romania. They 
come in through various channels, but mostly those through offi cial bank 
transactions reach the offi cial statistics (Parlevliet, Xenogiani, 2008). 
The volume from the fi rst half of 2000s made remittances second largest 
external fi nancing source after foreign direct investments, accounting 
for 4.5% of GDP in 2005 and 5.5% of GDP in 2006 (Ratha. Xu, World 
Bank, 2008). In 2012 and 2013, remittances exceeded even foreign direct 
investments, reaching USD 648 million in 2014 (World Bank, 2016).
As a result of Romanians emigration after 2002, remittances have sustained 
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economic development of the country. Unfortunately, remittances are 
mostly seen as compensatory mechanism for helping the family, not 
generally acting as a source of capital for economic development (Silaşi, 
Simina, 2007). They are mainly used for purchases of durable goods and 
dwellings, but also for survival (Lăzăroiu, 2003); only about 35% are used 
for investment and almost nothing for public goods (the church is the only 
institution that receives donations from remittances) (Zaman, Stănculescu, 
2007). Use of remittances follows a clear hierarchy of consumption patterns: 
fi rst, food, clothing, and household appliances; second, savings or home 
repair; and third, children’s education (IOM, 2008). It seems that a large 
part of this money goes toward increasing the overall living standards of 
migrant households, and only a small part is invested in entrepreneurial 
activities. Parlevliet and Xenogiani (2008) state that the impressive infl ows 
of remittances could offer ways to provide social protection for the elderly 
and for investments, if used in more productive ways.
3.1.6. Migrant communities and diasporas
The size of Romanian diasporas is hard to be determined. Existing 
estimates vary according to sources, but there is consent that several 
million Romanians are spread around the world (IOM, 2008). A 2005 
analysis identifi ed the lack of a substantial diasporas policy as the main 
impediment to “the emergence of trans-national trade companies, or of 
hometown associations having an impact on the home country development” 
(Lazaroiu, Alexandru, 2005). This is explained by conceptualisation and 
visualisation of Romanian diasporas from a political point of view. In 
this vision, diasporas are divided in two categories: Romanians who have 
chosen to migrate and Romanian language speakers who were forced by 
historical circumstances to live outside the borders (Lazaroiu, Alexandru, 
2005).
Lately, Romanian diaspora has become an increasingly important issue 
on the political agenda. Since the votes and remittances of several million 
people count, politicians and authorities have started to address the 
issue of how to infl uence and strengthen the Romanian diaspora. Major 
emphasis of these policy actions is on identity and cultural reproduction 
103
Migration fl ows
(including support for Romanian language education abroad and subsidies 
for cultural activities and publications). 
Article 25 of the Romanian Constitution (republished) guarantees the right 
to free movement of all Romanian nationals, residing internally or abroad. 
Every citizen is warranted the right to settle or reside anywhere on the 
territory of Romania, the right to emigrate, and to return. Article 7 of the 
Constitution (republished) refers specifi cally to the Romanians abroad: 
“The State shall support strengthening of the links with the Romanians 
abroad and shall act accordingly for preservation, development, and 
expression of their ethnic, cultural, linguistic, and religious identity under 
observance of the legislation of the State of whose citizens they are”. 
A specialised branch of the central administration (presently called the 
Department for Relations with Romanians Abroad) has been operating 
since 1998, and in 2006, a law was passed on the conditions under 
which migrant community organisations and activities can be fi nanced. 
In 2006, the Department for Relations with Romanians Abroad offered 
fi nancial support for 145 projects, totalling the equivalent of EUR 3.2 
million (HWWI, 2007). Furthermore, the Department offers scholarships 
annually for graduate and post-graduate studies, research, and short-
term training programmes to ethnic Romanians who established their 
permanent residence outside of Romania. Moreover, the Ministry, in 
cooperation with the Foundation New Europe, offers fi ve scholarships for 
excellence annually to Romanian citizens residing abroad. The “Eudoxiu 
Hurmuzachi” Centre, a public education institution, was set up in 1998, 
under the Ministry of Foreign Affairs, to support young ethnic Romanians 
worldwide to continue their studies in Romania (IOM, 2008).
There are several Romanian communities in different countries12: Argentina, 
Australia, Austria, Belgium, Canada, Czech Republic, Denmark, Finland, 
France, Germany, Greece, Ireland, Italy, Japan, United Kingdom, Mexico, 
Moldova, Peru, Portugal, the USA, Spain, Hungary, etc.
The Romanian diasporas from different countries are very active through 
association (e.g. FEDROM - Federation of Romanian Immigrants 
Associations from Spain or PIR - Romanian Identity Party from Italy) and 




communication actions structured around websites (Romaniaitalia.net or 
Repere Romanesti).
3.1.7. Irregular migration
As regards illegal migration, studies mention three migration mechanisms 
- transit migration, Romanians’ emigration to the EU and circulatory 
migration of workers (Mircea, Pristavu, 2008):
1. Illegal transit migration is the mechanism through which third country 
nationals immigrate to countries in the Central and Eastern Europe 
(CEE), including to Romania, so that they could further emigrate 
to the EU. Its main characteristics are illegality and involvement of 
criminal networks in human traffi cking (Constantin et al., 2004).
2. Illegal migration of Romanians means that Romanian nationals leave 
legally Romania and enter legally EU member states, but stay illegally 
in an EU country after the legal stay period expires (3 months within 
the following 6 months after the fi rst departure in a certain period 
of time, after 2002; or overstaying the compulsory visa, in the time 
before the year of 2002); or they leave as tourists or students but, 
reaching the country of destination, they perform lucrative activities 
on the black market, or they are entering and illegally stay on the 
territory of an EU member state (generally after illegally crossing 
the Romanian border) (Constantin et al., 2004; Simina, 2002). This 
phenomenon was observed before 2007 when Romania entered the 
EU.
3. Starting with the year of 2002, the “national trend” was circulatory 
migration (Lăzăroiu, 2004). Circulatory migration by means of 
migratory networks (legal or illegal) refers to the alternative movement 
between the country of origin and one or more of destination 
countries. It is very diffi cult to produce an estimation of documented 
and undocumented migrants. But it is well known that before 2007, 
most of Romanian migrant workers left Romania and entered the EU 
member states as tourists. They were already having arrangements for 
work in the black market. As legal measures against irregular migrants 
were taken by the Romanians authorities, overstaying the visa period 
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(3 months as tourist) became problematic. So a new way to secure the 
long-term job was “invented” by Romanians: two or three persons 
were “sharing” the same job position each three-month period of time 
as to avoid overstaying (Lăzăroiu, 2004).
Romania and Bulgaria have been very active as transitional countries for 
irregular migrants. In international migration circles, Romania became 
known as “a transit point” for refugees and asylum-seekers, and Bucharest 
was dubbed “a hub of international organised crime and global human 
traffi cking” (Wundrak, 2007).
Romania was a source and transit country for victims of traffi cking coming 
mainly from Moldova and Ukraine to Bosnia, Serbia, Macedonia, Kosovo, 
Albania, Greece, Italy, and Turkey (US Department of State, 2003). Not 
much data are available on the number of victims of traffi cking. The main 
destination countries for the fi rst trip abroad differed according to different 
types of migrants. For traffi cked victims of forced labour, the most 
important destination was former Yugoslavia (45.0%), followed by Italy 
(18.9%). This information points to the famous “Balkan route”, named so 
because large numbers of traffi cked victims are taken to or through the 
Balkans. Compared to traffi cked victims of forced labour, other migrants 
were less focussed in one country during their fi rst trip abroad and were 
more evenly spread out over several countries. Non-traffi cked victims of 
forced labour went mainly to Turkey, Greece and Germany (Ghinararu, 
Linden, 2004).
According to OECD, the number of Romanian citizens expelled from other 
countries increased from 16.9 thousand in 1997 to 23.0 thousand in 2003 
(OECD, 1999; OECD, 2006). The number of Romanian citizens found in 
an illegal situation in other countries and repatriated in accordance with 
readmission agreements reached its highest level in 2004 at almost 26 600, 
in 2005 it decreased slightly to 24 400. More than a third of the returns were 
from Italy, a further 15% from France and slightly more than 10% from 
Spain (OECD, 2007). Approximately 90% of Romanian citizens found 
in illegal situations were returned from countries with which Romania 
concluded readmission agreements.
Regularisation programs, like those in Italy, have given many labour 
migrants with Romanian citizenship legal residence status and access 
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to employment in some countries of destination. Nevertheless, it is 
estimated that a considerable number of Romanian labour migrants were 
still irregular in 2006, perhaps encouraged by the prospects of periodic 
regularisation campaigns. For example, estimates placed the number of 
irregular Romanian residents in Italy at 600 000, which is in addition to 
the 300 000 legal Romanian residents recorded by Italian authorities in 
2005. Overall, estimates of Romanians working abroad in mid-2007 were 
of 1.2 million legal migrants and 2.1 million illegal ones (HWWI, 2007). 
Often, irregular migrants do not permanently establish themselves abroad, 
but return to Romania some months a year and often engage in informal 
employment.
Romania is a transit country for irregular migration as well. The routes 
used by irregular migrants vary enormously according to the country of 
origin of the migrant, the country of destination targeted and the type 
of irregular migration. Romania is a part of so called “Balkan route” - 
overland route from the Middle East and Asia via Turkey to Bulgaria, 
Romania, Hungary, Slovakia and Czech Republic. There are sub-routes 
through Albania or Serbia and Montenegro to Italy or through the western 
Balkans to Slovenia and to Italy or Austria (Aghazarm, Escudero, 2008). 
In terms of routes of irregular migration (i.e. illegal border crossings) used 
by Romanian citizens, borders with Hungary and Serbia are the main exit 
points.
In recent years, the number of migrants transiting through Romanian 
territory as a gateway to the Schengen area increased, refl ecting the 
situation in Northern Africa, Ukraine and the Middle East. At the borders 
with Moldova, Ukraine and Serbia, more irregular migration was observed 
in 2013. In 2013, 2 318 irregular migrants were identifi ed. With regard to 
return to countries of origin, there were 2 441 offi cial decisions in 2012 
(IOM, 2013). 
Romania’s entry to the NATO in 2004 and its high ambitions in achieving 
accession to the EU (which happened in 2007) provoked a substantial and 
profound change in migration policy, in terms of internationally contested 
issues such as asylum or border controls (Baldwin-Edwards, 2005; 
Lazaroiu and Alexandru, 2005; Constantin et al., 2004). The main policy 
issues on preventing and combating irregular migration were specifi ed in 
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the National Strategy on Immigration 2007-2010. Measures stipulated in 
the document focused on:
• effi cient information of immigrants for legal entry procedures and 
for the measures enforced by the Romanian authorities to combat 
irregular migration;
• enhancing cooperation between various domestic authorities on 
combating irregular migration and undocumented labour;
• enhancing the efforts and measures to expatriate foreigners that 
have entered the country illegally or who entered legally but their 
stay became irregular;
• preparations for acceding to the Schengen area;
• enhancing cooperation by Romanian authorities with similar 
institutions from EU member states as well as from the countries of 
origin or transit of irregular migrants.
3.1.8. Assessment and analysis of migration fl ows
Various institutions are involved in monitoring and performance of 
migratory phenomenon, playing different roles. At national level, in 
Romania, the main governmental institutions involved in migratory 
processes are Ministry of Interior, Ministry of Labour, Family, Social 
Protection and Elderly, Ministry of Foreign Affairs and Ministry of 
National Education and Scientifi c Research. The main migratory policies 
in Romania are implemented through many agencies within or independent 
of the above mentioned ministries.
After much criticism that the Romanian state had not adequately protected 
the rights of Romanians abroad in terms of level of pay, working conditions 
and social insurance, in 2004, the Government established another state 
institution for the management of emigration (Sandu et al., 2004). The 
Department for Labour Abroad was part of the Ministry of Labour, 
Family, Social Protection and Elderly. Its functions included improving 
the protection of Romanians working abroad, building a network of 
embassies, Romanian communities and observers abroad, and ensuring 
a permanent relationship between migrants and Romanian institutions. 
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Since 2008, responsibilities of the Department for Labour Abroad have 
been transferred to the National Agency for Employment (IOM, 2008).
In July 2007, a new central authority, the Romanian Offi ce for Immigration, 
was established under the governance of Ministry of Administration and 
Interior. The new offi ce united a number of tasks from previously separate 
offi ces and agencies. It was responsible for a broad range of tasks including 
granting of visas, employment authorisations, receiving and deciding on 
asylum applications and for managing national data and information on 
foreigners. In 2012, the General Inspectorate for Immigration was set up 
through the reorganisation of the Romanian Offi ce for Immigration and 
fulfi ls its tasks in order to implement Romanian policies in the fi elds of 
migration, asylum, and foreigners’ integration and the relevant legislation 
in these fi elds.
Within the Ministry of Interior, institutions having attributes in the 
fi eld of migration are: Romanian Border Police, Authority for Aliens, 
and Department for Passports and National Offi ce for Refugees. Main 
institution, with competences in securing the borders and fi ghting against 
the illegal international migration, is General Inspectorate of Border Police 
(Mircea, Pristavu, 2008). Furthermore, the Ministry, through the National 
Agency against Traffi cking in Human Beings, coordinates and evaluates 
the activities on preventing traffi cking in human beings and monitors the 
assistance granted to the victims of traffi cking.
Through its Department for the Relations with Romanians abroad, Ministry 
of Foreign Affairs elaborates and implements the policy on relations with 
Romanians all over the world. The purpose of all programmes conducted 
by Ministry of Foreign Affairs in this regard is to promote ethnic, cultural, 
linguistic, and religious identity of all Romanians from neighbouring 
countries as well as to strengthen the links between Romania and its 
emigrant communities (IOM, 2008).
There are also a number of non-governmental institutions (NGOs) 
involved in running or gathering information on migration, such as: private 
companies mediating labour contracts abroad, the local offi ce of the IOM in 
Romania, representative offi ce of the UNHCR in Romania, the Foundation 
of Romanian National Council for Refugees, the Romanian Forum for 
Refugees and Migrants, and others (Nicolescu, Constantin, 2005). 
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In reference to the migration of highly-skilled, the study carried out by 
Zaman and Sandu (2004) highlighted that:
• between 1980 and 1989, 34 410 highly-educated (having at least a 
university degree) Romanian citizens emigrated;
• between 1990 and 2000, their number rose to 36 117;
• over the period 1990-2000, the 26-40 age group accounted for more 
than 57% of the total number of emigrants;
• over the same period the number of female emigrants was higher as 
compared with the male emigrants;
• after 1990, highly-educated Romanians were the prevailing 
emigrants;
• in 2001, emigrants with high education represented an important 
share (27.5%) of the total number of emigrants.
According to Zaman and Sandu (2004), before 2000, Germany was the 
main receiving country for the Romanian highly-educated emigrants. 
Before 1990, this was due to the absorption of German ethnics. After 
the collapse of communism in 1990, the USA, Canada, France and Italy 
became increasingly attractive for Romanian emigrants. After 2000, there 
was a clear shift from West Europe countries toward North America, 
Canada and the USA. 
Emigration of highly-skilled has been increasing in recent years. Offi cial 
fi gures indicate that the percentage of university graduates leaving 
Romania rose from 6% in 1990 to 26% in 2003, which was double the 
percentage of university graduates in the total adult population (Lăzăroiu, 
Alexandru, 2008). The trend was slightly increasing, as 26.4% of those 
emigrating in 2005 were university graduates (IOM, 2008). 
The OECD data collection on skilled migration, although omitting Italian 
data sources, concludes that 26.3% of Romanians in OECD countries 
are highly-skilled (OECD, 2005). These data do not include Spain or 
Italy, although the vast majority of Romanians there are thought to be 
temporary labour migrants. The ratio of 26% is not unusual in international 
comparison, and in fact is much lower than many countries at a similar 
level of economic development (Baldwin-Edwards, 2005a).
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The rationales behind emigration of highly-skilled lie in more attractive 
career opportunities as compared with economic migrants for who push and 
pull factors are related predominantly with higher wages. Highly-skilled 
migrants living abroad make a condition of their return the emergence of 
a more favourable economic and political environment and also attractive 
career and investment opportunities (Lăzăroiu, Alexandru, 2008).
However, no specifi c policies have been formulated for addressing this 
brain drain. The issue itself has not been given much attention by policy 
makers and research on its extent and impact is also limited. As an 
exception, the Government instituted in 2005 the programme Romanian 
Government Special Scholarship (see paragraph 3.1.6).
3.2. Infl ows and outfl ows of health professionals
There is a general worldwide lack of comprehensive, reliable and 
internationally comparable data, which allow monitoring of health labour 
migration. Study fi ndings showed that in general, receiving countries have 
better information on infl ows than on outfl ows, while in source countries 
mobility information is weak or non-existent. In Romania, as in most other 
countries, there is a basic problem with current data availability on health 
workers’ migration. Data referring to internal and external migration of 
health professionals are extremely poor as there is not a standard and 
constant procedure for data collection. There are few studies in Romania 
attempting to assess the level of emigration phenomenon, and even fewer 
focusing on health workers. This is due to the fact that there are very scarce 
sources of information and moreover, they are not publicly available data 
(Wiskow, 2006; Buchan, Gabay, 2007; Galan, 2007; Vlădescu et al., 2008). 
Certifi cates of conformity, issued by the Ministry of Health and certifi cates 
of good standing, issued by the Romanian College of Physicians, provide 
some information about the intentions for emigration but Romania has no 
accurate data on international infl ows and outfl ows of health professionals. 
There is no monitoring system on health professionals’ mobility. (Galan 
et al., 2011).
Nevertheless, it is well known that health professionals migrate (especially 
physicians) towards the main university centres (Bucharest, Cluj-Napoca, 
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Iasi, Timisoara, etc.) and the economically developed areas (in the west 
of Romania and in Bucharest). There are several international studies in 
the fi eld of health workers migration, some of them addressing also 
the issues of Romanian health workers migration and providing partial 
information about this phenomenon.
As a general remark, in Romania, like in many other source countries, 
more information about physicians’ emigration is available than for 
nurses. This can be due to the fact that the government consider emigration 
of physicians to be a bigger loss for health system than emigration of 
nurses, despite the fact that the phenomenon is smaller among physicians. 
Nevertheless, even if the training period of nurses is shorter and cheaper, 
the growing amplitude of nurses’ emigration may have a serious impact on 
health care delivery in future (Galan, 2006).
3.2.1. Emigration of health professionals
Zaman and Sandu (2004) conducted a study about emigration of highly-
educated Romanian citizens between 1980 and 2000. Analysis of 
emigration trend among physicians revealed decline of emigration after 
1990. While in 1980 15.5% of highly-educated emigrants were physicians 
or pharmacists, in 2000 this proportion declined to only 9.9%. During 
1980-1990, the share of physicians and pharmacists fl uctuated between 
13.4% and 16.6% of total number of highly-educated emigrants. After 
1990, there was a decrease – from 14.2% in 1990 to 11.7% in 1995. In 
2000, the share of physicians and pharmacists fell to 9.9%. This could 
be due to the fact that before starting employment, health professionals 
had to fulfi l the appropriate registration and licensing requirements of the 
receiving country. Some emigrants preferred to attend again the courses 
of medical universities in the recipient countries rather than to follow the 
licensing procedures.
According to the same study, in 2001, Romanian emigrant physicians 
represented a small share of the total emigrant stock - approximately 
1.9% (Zaman, Sandu, 2004). Valid information is not available if they 
continued to practice medicine in the receiving countries. In 2001, most 
of the Romanian emigrant physicians were 30-39 years of age, when they 
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have already acquired professional experience and skills. Females were 
preponderant in the case of physicians.
An idea of the dynamic health worker fl ows within the OECD member 
countries can be gained from an OECD study on physician supply, 
conducted in 2000 (Dumont, Zurn, 2007). The data suggest that a large 
part of Romanian health professionals have migrated in OECD countries 
and before the Rumania’s accession to the EU a signifi cant number of 
doctors and nurses from Romania were already working abroad. 
According to the study of Dumont and Zurn (2007), in 2000, there were 
4 592 Romanian physicians and 5 182 nurses, who have been working in 
OECD member countries. Table 10 presents the main destination countries 
of Romanian physicians and nurses.
Table 10 Main destination countries of Romanian physicians and nurses, 
2000
Country Number Country Number
Physicians Nurses
USA 1 705 USA 1 116
Hungary 1 387 Hungary 1 079
Canada 295 Canada 285
France 270 Australia 256
Sweden 204 Greece 139
Australia 174 Sweden 125
Switzerland 169
Source: Dumont, Zurn, 2007
An OECD study shows that about 10% (or 5 180) of the total number of 
medical doctors and 5% (4 440) of nurses trained in Romania worked in 
OECD countries during 2000–2005 (Simoens, Hurst, 2006). In 2000, the 
number of Romanian pharmacists in OECD member countries was 407, 
the main part of which were practising in Hungary (209), in the USA (105) 
and in Canada (50).
According to a study carried out by Mullan (2005), Romania was placed 
among the top 20 countries providing physicians to Canada in 2002. 
Romania was ranked 16th, providing 187 physicians, representing 0.3% of 




According to Roberfroid et al. (2009), since 2004, the larger group of 
immigrant doctors in Belgium has come from the eastern part of the 
EU (Poland and Romania). The same stated Dumont and Zurn (2007). 
They suggested that the enlargement waves from 2004 and 2007 have 
undoubtedly affected the infl ows of foreign doctors and nurses from new 
accession countries. After 2000, immigration from Romania has been 
showing an increasing trend. 
A study carried out by Garcia-Perez et al. (2007) showed that 4 397 
Romanian physicians were registered in other countries or this was 10.37% 
of the Romanian physicians total number in 2005. In the same year, one-
third of them, or 1 523 Romanian physicians worked in other EU country.
Totally different are the data concerning health workers that left Romania, 
either temporary or permanently, which Romanian Ministry of Health is 
collecting. Data from Ministry of Health showed that in 2004, there were 
2 012 Romanian health professionals working abroad. Out of them, 360 
(18%) were physicians, the rest of them, or 82% were nurses. Most of the 
physicians were specialists working in hospitals (76%) and only 6% were 
family doctors. The same situation could be noticed for nurses: 82% were 
nurses working in hospitals. However, this is only a rough estimation of 
health staff working abroad, possibly underestimating the phenomenon. 
Data do not provide clear information on temporary and permanent 
emigration patterns or on the destination countries (Galan, 2006).
Before the moment of Romania’s accession to the EU in January 2007, 
nurses were more likely than physicians to be practising same profession 
in the country of destination, due to bilateral agreements for diploma 
recognition of nurses between Romania and different EU countries (like 
Greece, Spain and Italy) that were not in place for physicians.
Very discussed are the cases of some Italian regions, which have started to 
recruit nurses from abroad – in Romania – through bilateral programmes 
with nurse training institutes. Such programme was that on medical 
education and training between the city of Parma and the province of Cluj-
Napoca. In 2002, the autonomous region of Friuli-Venezia-Giulia created 
a programme to recruit nurses from Romania to supplement the region’s 
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shortage estimated at 2 000 nurses. In the framework of this programme, 
the region formed an association under Romanian law - the Association de 
Préparation et de Perfectionnement Professionnel - to improve the quality 
of recruitment, which was under the region’s governance. This programme 
made it possible to identify certain characteristics of this professional 
category in Romania (Barbin, 2004):
• skill levels of nurses vary widely across the country, for the same 
age range, in the regions, and even in the same hospital;
• a large share (35%) of highly-specialised nurses willing to work 
abroad as general nurses, due to diffi culty of their work and 
professional risks against which they were poorly protected;
• the majority of nurses were from hospitals.
As a result, in 2004, at least 2 597 foreign-trained non-EU nurses were 
authorised to enter Italy. Most of the contracts were for 12-24-month 
periods. Most of the nurses coming to Italy were 20-39 years of age. Main 
nationalities were Romanian (about half of all nurses) and Poles. In 2005, 
2 420 Romanian nurses worked in Italy or they presented 60.6% of total 
foreign nurses in the country (Chaloff, 2008). The movement of Romanian 
nurses to Italy preceded Romania’s entry in the EU, but has continued 
since then. After that, Italy limited the access to its labour market to 
Romanian and Bulgarian citizens, but these restrictions did not include 
nurses, because since 2002, foreign nurses have been exempted from 
annual quotas in response to shortages (Chaloff, 2008). The large number 
of nurses trained in Romania accounted for nearly half of all foreign-
trained nurses in 2013 (OECD, 2015). As a result of that, Romania stands 
out as the main country of origin, with nearly one foreign nurse in two 
having a degree granted in Italy.
In the United Kingdom, in 2014, nearly half of all foreign-trained nurses 
came from Asian countries, but a growing number also came from other 
EU countries, such as Romania and Poland. In 2014, more than 4 000 
nurses trained in Portugal and Romania were working in the United 
Kingdom. In Belgium, there was a strong increase in the number of nurses 
trained in Romania - exceeding 1 000 in 2014, up from 150 in 2008 or 
18.5% of immigrant nurses (OECD, 2015).
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Beside nurses, foreign-born long-term care givers occupy 89% of 
positions in Italy, most of them coming from Romania (OECD, 2015a). 
Romanian care givers built considerable part of foreign-trained workers 
in Austria, Spain and Hungary, too. In 2012–2013, Romania was among 
top four countries providing care givers in OECD member states (OECD, 
2015a).
After January 2007, situation changed with physician diplomas recognised 
in the EU area and now more Romanian physicians are willing to emigrate. 
From January 15, 2007, the Ministry of Health issues a certifi cate for 
diploma recognition (certifi cate of conformity) to all physicians, dentists, 
pharmacists, nurses and midwives who request it, based on a previous 
verifi cation. The scale of emigration in 2007 was indeed high – 1 421 
medical doctors left Romania. (Galan et al., 2011). So emigration of 
medical doctors accelerated after Romania’s accession to the EU and, 
in particular, in the context of austerity measures during the economic 
crisis in Romania. In less than 10 years, Romania has become not only 
the “largest exporter of medical doctors in Europe”, but also the largest 
exporter of young labour force (Boncea, 2016). There are signifi cant 
regional variations – the most economically deprived regions of Romania 
were more affected by emigrating medical doctors than other regions. The 
extent of nurse emigration is underestimated by the existing data sources 
(Galan et al., 2011)
Destination countries have changed during the years (Table 11). Between 
2004 and 2007, main destination countries for Rumanian physicians were 
the USA, Germany, the United Kingdom, France and Italy (OECD, 2009). 
Nevertheless, after Romania’s accession in 2007, the EU countries became 
most preferred destination for Romanian health professionals. According 
to Vlădescu et al. (2008), France, Germany and the United Kingdom are the 
most popular countries with Romanian physicians for emigration, as they 
have active policies in recruiting migrant health professionals. In these 
countries, the most popular specialisations are general medicine, intensive 
therapy and psychiatry. According to Boncea (2016), 2007 represented 
a peak in migration fl ows, especially in the case of emigration to France 
and Belgium and 2012 – in the case of Germany. Signifi cant increase in 
emigration fl ows in 2010 and 2011 could be attributed also to the austerity 
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measures in Romania (the 25% salary cut and the freezing of positions in 
health system).
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Table 12 Physicians trained in Romania working in OECD countries, 











































































































































































































































































































































































































































































































In France, the rise in the number of foreign-trained doctors may be 
ascribed to the fact that the National Order of Doctors has regularised 
professional status of many foreign-trained doctors and to the infl ow 
of the EU new member states, especially Romania. After Algeria, main 
countries of training are Romania (16.1% of immigrant doctors in 2011) 
and Belgium. The latter two countries are not only recruitment countries 
but also training countries for French students. In the summer of 2011, 
there were 700 French students registered in medicine in Romania. Five 
faculties provide medical training in French. Romanian universities have 
introduced medical training in English, too (OECD, 2015a)
Over the last decade, the number of physicians trained in Romania has 
increased signifi cantly in OECD countries (Table 12). Romanian doctors 
climbed from 18th to 9th place in 2011. So, in 2011, Romania ranked among 
top ten countries of origin of doctors working in OECD countries – more 
than double than in 2000-2001 (OECD, 2015a). The largest numbers of 
Romanian-born doctors are found in the United States (30%) and France 
(16%), where immigration is more recent (Table 12). Health workers 
born in Romania are more numerous also in Germany, Hungary, Belgium, 
Israel, and France, with great number of Romania-born nurses working in 
Italy and Spain. 
No data are available on the dentists’ mobility. Almost all dentists are 
private providers who earn considerably higher incomes than other 
medical doctors; therefore, it is likely that they prefer to work in Romania 
(Galan et al., 2011).
The migration of young physicians is an important concern. Because 
mainly young doctors are leaving Romania, health system may lose part 
of its best stock of young human resources together with its innovative 
capacity. In 2009, the College of Physicians in Romania asked the Ministry 
of Health to elaborate a strategy of human resources in health system that 
takes into consideration high rates of emigration, especially among young 
physicians.
Unoffi cial data (from newspapers) estimate that between 2003 and 2006, 
about 4 000 young physicians chose to leave health system, going mainly 
to the pharmaceutical fi eld (offering attractive salaries) or to work abroad. 
Emigration and migration to other sectors may jeopardise the health care 
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provision as a whole, but will mainly affect the regions that already lack 
the appropriate number of health care providers (Galan, 2007).
Lately, there have been many indications of this concern in the media. 
Most media reports expressed concerns that the expected outfl ows of 
health workers to West European countries could have negative effects 
on the health service delivery in Romania. In 2009, the president of the 
Romanian College of Physicians announced that in the last two years, 
5 000 Romanian physicians left the country. The profi le of a Romanian 
medical doctor who emigrates includes young physicians, at the early state 
of career, rather specialists than general practitioners (Boncea, 2016). The 
specialties affected by migration are those involving the longest period of 
training (11 or 12 years) - surgery, anaesthetics, obstetrics and gynaecology, 
paediatrics, cardiology. The president of the College of Physicians warned 
that shortage of physicians may bring the whole Romanian health system 
to collapse.
3.2.2. Immigration of health professionals in Romania
If data on emigration are diffi cult to retrieve, data on immigration are even 
scarcer. Still, defi nitions used for immigration are different for different 
data providers. For instance, the NIS defi nes the immigrant as a person 
having an offi cial residence in Romania (repatriates and foreign persons 
with Romanian citizenship), while the Ministry of Interior defi nes the 
immigrants as foreigners living in Romania for more than 120 days. Data 
do not allow detecting the structure of immigrants by profession, so the 
number of immigrant health workers is not exactly known (Galan, 2006).
There are very scarce data on foreign medical doctors working in Romania 
but it is likely that the constant high numbers of immigrants from the 
Republic of Moldova include medical doctors and nurses. It is widely 
known that Moldovan medical doctors moved to Romania to work in non-
clinical fi elds (such as epidemiology and public health) as in Moldova the 
training periods for clinical specialties were too short for EU recognition 
(Galan et. al., 2011). The Ministry of National Education and Scientifi c 
Research is responsible for recognising the diplomas of foreign-trained 
nurses but there are no available data on the number of incoming nurses.
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According to WHO database, in 2013, foreign-trained doctors in Romania 
were 1 094 or approximately 2% of total number of physicians (WHO, 
2015). Most of them originate from the Republic of Moldova (498 or 
45.5% from all foreign-trained doctors in Romania). In 2013, there were 
considerable stocks also from (WHO, 2015):
• Syrian Arab Republic – 99 physicians;
• Ukraine – 48; 
• Iran – 49;
• Israel – 44;
• Hungary – 29;
• Greece – 26;
• Lebanon – 23.
In the framework of the survey conducted in Romania, stakeholders 
confi rmed that the recruitment of health workers originating from the 
Republic of Moldova solves the current defi cit of human resources in 
the Romanian health system (WHO EURO, 2014). These migrants are 
reported to work throughout the country: in rural localities, small towns, 
county centres, municipalities and university centres.
Moldovan health workers have been migrating to Romania for more than 
20 years, but the push factors have changed over time. The fi rst wave 
of migration (1991–1996) was characterized by the infl uence of new 
possibilities to move and live in Romania. The second wave (1997–2006) 
emigrated for family reunifi cation and due to higher wages in Romania. 
The third wave (2007 onwards) is motivated mainly by push factors 
including salary differences, working conditions and the possibility of 
working in an EU member state. Pull factors include: vacancies in health 
system; professional development and career opportunities; attractive 
remuneration; professional training; more modern working conditions and 
equipment; and possibilities for migration to other EU countries (WHO 
EURO, 2014). Recognition of diplomas, certifi cates and scientifi c titles 
awarded in the Republic of Moldova is based on an agreement between 
the Government of Romania and the Republic of Moldova (1998).
Data on internal migration of health professionals are not available. 
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In general, the internal migration fl ows in Romania are from urban to 
rural. However, a shortage of health professionals (especially general 
physicians) has been observed in rural areas, as well as in some regions 
in Romania. Health professionals are estimated to leave the health system 
at an annual rate of between 10% and 30%. This includes emigrating 
workforce, personnel who leave the health system and shift to another 
domain of activity, and the retirements (Vladescu et al. 2008a).
3.3. Context of migration fl ows
One of the possible measures of migration potential or at least of intention 
for migration relates to certifi cates issued by the competent authorities. 
This information gives an overall idea of professionals who are considering 
moving to another country. However it is likely to be an overestimate, 
because not all these professionals will actually move, and others may 
apply more than once.
Following January 1, 2007, the Romanian physicians’ diplomas were 
recognised within EU. The Ministry of Health in Romania issues, on 
demand, a certifi cate of conformity for the diplomas of health professionals 
(doctors, dentists, pharmacists, nurses and midwives).
The Ministry of Health reported that by the end of August 2007, there 
were submitted 3 500 applications for attesting the physicians’ diplomas 
(including dentist and pharmacists), of which 2 800 were approved. The 
offi cial data available cover nurses and midwives together. These show 
that 2 896 nurses and midwives applied for diploma verifi cation in 2007 
or 3.4% of nursing professionals (Galan et al., 2011).
According to Ghinea (2009a), 4% of Romanian physicians have requested 
documents allowing them to leave the country to work abroad. In the fi rst 
nine months of 2008, 957 physicians requested certifi cates for conformity. 
They are willing to leave the country because of low wages, poor conditions 
and lack of modern technology in Romanian hospitals.
Since 2007, between 2 000 and 3 000 certifi cates of conformity has been 
requested every year. Between 2008 and 2015, 16 272 certifi cates were 
issued (Boncea, 2016). The highest proportion of applications came from 
medical doctors in the North-East region, the most economically deprived 
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area in Romania. The most common medical specialties of applicants 
were family medicine, intensive care and psychiatry (Galan et al., 2011).
Nevertheless, not all the persons who obtained such a certifi cate emigrated. 
These numbers may serve as roughly estimations of health professionals 
who intend to leave the Romanian health system. It is also possible that 
health professionals, who are not yet verifi ed, may still migrate and work 
either in position that do not require certifi cation of their professional 
qualifi cations (e.g. care givers) or in other sectors.
A study in 2007 by the College of Physicians had the following results: 
54% of the physicians answered that they would like to work abroad; 
89% of these would like to work in an EU country. The main reasons for 
working abroad were low wages in Romanian health system (55%) and 
poor working conditions (40%). Physicians complained about the level of 
fi nancing (48%) and organisation (40%) of the health system. The main 
two reasons for complaining about daily activities were lack of resources 
(especially modern medical equipment) and limited career opportunities 
(Vlădescu et al., 2008).
A different study conducted by the Health Solidarity Union among health 
workers found that 64.9% of the respondents expressed their wish to work 
abroad for a higher salary and 85.6% of them declared to have colleagues 
working abroad (Galan, 2007).
The “Victor Babeş” University of Medicine and Pharmacy carried out a 
study on a national representative sample. This revealed that most nurses 
(25%) who intend to migrate usually live in the more deprived areas, 
such as the North-East region (Olsavszky 2008). Generally, nurses and 
midwives who intend to emigrate are aged 26–35, come from urban areas, 
have specialised in general medicine and graduated from private nursing 
college. Nevertheless, over half of all Romanian nurses do not want to 
migrate (Olsavszky 2008).
Another important reason for emigration among the Romanian health 
workers, especially the younger ones, are opportunities offered by foreign 
countries for continuous professional development. There are many 
postgraduate students having scholarships for different types of education: 
specialist training, master or doctoral studies, research grants etc.
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Emigration of health professionals can have an important impact on 
the health care delivery, especially in rural areas. In Romania, peripheral 
or small hospitals have trouble recruiting and retaining medical and 
nursing personnel (Galan et al., 2013). The big district hospitals are also 
experiencing diffi culties. These problems have been compounded by 
emigration. 
Romania is facing a paradoxical situation: compared to the main destination 
countries, it produces the highest number of medical graduates, but ranks 
last in terms of physicians per 1 000 inhabitants, registering serious 
shortages of doctors in certain specialties. One third of the country does 
not have access to specialists in key areas: cardiology, emergency care, 
intensive therapy care, diabetes care (Paina et al., 2015). Moreover, some 
additional disincentives for health professionals were introduced in 2010, 
including a 25% salary decrease and reductions in staff. Thus, emigration 
of health professionals becomes an important concern. (Galan et al, 2011). 
One possible effect of medical doctor migration is long-term scarcity of 
some specialties and skills at hospital level. This is especially crucial in 
the underprivileged regions of Romania.
It is well known that wage levels in the CEE countries differ remarkably 
from those of the EU-15. According to Boeri and Brucker (2001), they 
range from 10% to 40% of the EU-15 average. According to the NIS 
(2009), in August 2005, the average net wage in the Romanian health 
sector (all health workers included) was 644 lei RON or around EUR 200, 
below the national average net wage. Low level of salaries affects mainly 
non-physicians and young resident physicians (Galan, 2006). Zaman 
and Sandu (2004) showed an interesting comparison between levels of 
net wages of Romanians with temporary working permit abroad. For 
example, the average monthly wage of the Romanian health personnel 
working in Germany was EUR 1 200 in 2003. The average monthly wage 
in Switzerland in the same year was EUR 3 081 (Zaman, Sandu, 2004). 
Differences in wage levels between source and destination countries 
are an important motivation to migration, even if the costs of living are 
substantially higher in the receiving countries.
The average monthly wages for contracts mediated by the Romanian 
Offi ce for Labour Force Migration in the fi eld of health and social work 
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were similar. In 2005 and 2006, the average monthly wage of Romanian 
health personnel working in Germany was EUR 1 200 or approximately 4 
times higher than in Romania, the average monthly wage in Switzerland 
was EUR 3 000 – 10 times higher. In accordance with the data provided 
by the NIS, the roughly medium wage in Romanian health system was 
approximately EUR 364 in June 2007. Low level of wages affects the 
auxiliary workers and the trainees especially. A physician in training earned 
approximately EUR 200 per month in 2007 (Galan, 2007). Actually, the 
young resident physicians are the most willing group to leave Romania to 
work abroad.
Same differences are reported for Romanian nurses working in Italy. In 
2003, the monthly Romanian salary (in EUR) after 15 years of service was 
10 times less than the net salary of an entry-level nurse in Italy. Moreover, 
savings possible by a Romanian nurse working in Italy were equivalent to 
the cost of a house in the home country (Barbin, 2004). Palese et all (2007) 
conducted a survey among 17 Romanian nurses, who were working for the 
privately owned teaching hospital in Udine, Italy. The results showed that 
immediately prior to departure, they worked on average 46.2 hours per 
week in Romania. Those that worked in intensive care and other demanding 
nursing areas looked after an average of 11.6 patients, in medical wards, 
general surgery and specialised areas - 33.7 patients. Monthly salaries in 
Romania averaged EUR 117 and after six months in Italy, nurses declared 
an average monthly salary of EUR 1 200.
Globally, a decent average income for a medical doctor is considered to 
be about three times the average national income (Lewis 2000). In 2008, 
specialist doctors in Romania earned 1.5–2 times the average income 
(Vladescu et al. 2008a). In 2010, the National Employment Agency 
(through EURES) mediated work contracts for Romanian medical doctors 
going abroad. EURES analysed the average salary of emigrant health 
professionals in their destination countries. This showed that the offi cial 
salary of a medical doctor in Romania is between EUR 400 and 800 per 
month but as much as four times higher in Germany or Switzerland (Galan 
et al., 2011).
The data on return migration of Romanian health professionals are not 
available. However, there are some studies about return migration of 
highly-skilled and about the expatriation rates, which may give a roughly 
idea about return of health professionals in Romania.
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According to the World Bank’s migration report, the proportion of returned 
highly-skilled migrants in Romania is low in comparison with the other 
CEE countries. The proportion of return migrants having completed higher 
education (bachelor or master degree) was 11.5% for females and 12.8% 
for males between 1999 and 2003 (World Bank, 2008). 
After working abroad, fewer people are interested in returning to do the 
same job with much lower pay in the country of origin. If before leaving 
abroad 2.4% of the population was working in health and social work, of 
them 2.3% was working the same in the destination countries, on return 
in Romania the percentage dropped to 2.0% (data from 2005) (Lăzăroiu, 
Alexandru, 2008).
The 2009 OECD report on migration suggests that Bulgarian and Romanian 
workers who have emigrated to fi nd work in EU-15 countries in recent 
years seem less likely to return to their home countries. The wage gaps 
remain high and migration has shown signs of being more permanent for 
workers from these countries. Even those workers experiencing job losses 
and diffi culties in fi nding new employment in host countries were more 
likely to remain there, claiming unemployment benefi ts or searching for 
employment in sectors or regions less hit by the fi nancial crisis.
Before 2007, the main constraint for Romanian emigrant health workers 
was the registration and licensing requirements of destination country. 
Romania had special agreements with Greece, Spain and Italy for the 
recognition of nurses’ diplomas. After 2007, Romanian physicians’, 
dentists’, pharmacists’, nurses’ and midwives’ diplomas are recognised 
within EU. This is the main factor, which has considerable impact on 
health professionals’ migration.
In Romania, state agencies, which mediate the contracts abroad, are the 
National Employment Agency and the Offi ce for Labour Force Migration. 
The work mediated by the Offi ce represents only a small percentage of 
total phenomenon and the number of contracts in the fi eld of health and 
social work is not very high. For example, in 2005, the Offi ce for Labour 
Force Migration mediated 48 contracts in Germany and 26 in Switzerland 
in the fi eld of health and social work; in 2006, there were 24 contracts in 
Germany and 35 in Switzerland (Galan, 2007). 
A higher number of contracts were mediated by private agents for 
employment, either Romanian or international ones. One example is a 
protocol signed in 2004 between the Modena USL (Health Service) and a 
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private Romanian recruitment agency. Under the terms of the protocol, the 
latter provided 80 hours of Italian language training so that the nurses could 
pass the language exam once in Italy. The private agency also supported 
all bureaucratic steps in recruitment, recognition and visa process. Nurses 
paid only administrative and travel costs, although they signed a contract 
stating that if they withdraw from the process they must pay a penalty of 
up to EUR 250 to the agency and EUR 400 to Emilia-Romagna region. 
The Italian region paid the agency EUR 600 for each nurse who actually 
started working in public structures in Italy (Chaloff, 2008).
There isn’t a strong evidence, conducted surveys or reliable information 
about the working conditions of migrant health professionals or about 
the quality of life in the destination countries. However, the reason many 
health professionals migrate to richer countries is related to the desire 
for better wages, better work security and better quality of life, both for 
themselves and for their families who remain in the country of origin.
Table 13 Summary of pull, push, stick and stay factors – migration 
context
Push Factors Pull factors
Negative net migration
Lack of incentives/policies to address 
the brain drain
Wage level differentiation between re-
ceiving countries and source country 
Agencies mediating the emigration
Ethnic emigration / Historical links and 
associated culture ties (Germans, Hun-
garians, Jews)
Romanian migrant diasporas
Rising demand for health professionals
Diplomas’ recognition
Stick factors Stay factors
Financial aid to the families in the 
native land (remittances)
Regularisation programmes for illegal 
immigrants
Lack of return incentives
Reluctance to disrupt new lifestyle 
patterns
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CHAPTER IV 
Results of qualitative study
4.1. Interviews on macro level
In 2008 and 2009, the economic and political situation in Rumania was 
very complicated. In 2009, after eight years of rapid economic growth, the 
shockwave of the global fi nancial crisis had affected Romania’s economy. 
For the fi rst half of 2009, economic situation was close to a crisis with a 
sharp drop in GDP, along with rising unemployment as well as poverty 
incidence.
At the same time the political situation was extremely unstable. The 
government of Romania was a coalition of Democratic Liberal Party 
and Social Democratic Party. The government lost its majority in the 
Parliament after nine ministers from the Social Democratic Party quit. 
The ruling coalition collapse on October 1, 2009, led to a confi dence vote 
in the Parliament. The Romanian government fell on October 13, 2009.
Situation was further complicated by the fact that elections for president 
were conducted in November 2009. The new president was elected in 
December 2009 on the second round of elections. Moreover, there was 
high social unrest in the country. In the beginning of October, around 
800 000 of public sector workers staged a strike to pressure the country’s 
government. This was the biggest protest in the country since the beginning 
of the century.
From August to December 2009, we were trying to make contact with 
key stakeholders of Romanian institutions and get them an interview. 
Unfortunately, all our attempts were unsuccessful. We received refusals or 
no response. The main reason was precisely political crisis in the country 
and lack of security. Many experts in ministries and other institutions 
were changed and others remained embarrassed and sceptical about 
their workplaces. Most refusals that we received claimed: “Currently the 
situation is very complicated and I do not deal with this”. After repeated 
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attempts we tried to arrange interviews with experts working in various 
research institutes and universities. Again, the responses were negative 
or we did not get any. In 2009, the only interview that we could hold was 
with an expert from Ministry of Health, which was the only person who 
responded to our requests.
In the end of 2010, we made another attempt to make interviews with 
key Romanian stakeholders on macro level. We sent new letters to the 
Ministry of Health, NHIF, Romanian College of Physician, Romanian 
Order of Nurses and Midwives, other institutions and scientifi c centres 
and institutes. In the meantime we had shortened the interview guide. 
This time we received several consents. So, we made second round of 
interviews. This time we conducted other 6 interviews with key Romanian 
experts.
The study on macro level was realised in two rounds. The interview guides 
are presented in Appendix 1.
1. First round was conducted in 2009. The interview guide included 40 
questions, divided in 10 sections. During this phase, one interview 
with an expert of the Ministry of Health was held. The respondent was 
interviewed face-to-face.
2. Second round was conducted in 2010. The interview guide included 
17 questions. During this phase, 6 respondents were interviewed via 
e-mail and Skype-sessions. The sample included:
• an expert of the Ministry of Health;
• a representative of the NHIF;
• a regional coordinator of the Romanian College of Physicians;
• a representative of the Romanian Order of Nurses and Midwives;
• a professor at a medical university;
• an assistant in a scientifi c institute.
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4.1.1. General patterns of health professionals migration in Romania
Most problematic fi elds and “sub-systems” of the Romanian health system 
are: 
• hospital accreditation processes without any specifi c and important 
differences between various types of hospitals and even among other 
types of health care facilities (ambulatory, behavioural healthcare, 
etc.), because in fact the accreditation process hasn’t begun for any 
of the existing health care facilities;
• a modern ambulatory system development with important differences 
between the public and private ambulatory care facilities, because 
the ambulatory care is much better developed in the private sector;
• non-communicable diseases surveillance – without any differences 
among different categories of diseases; there is no real non-
communicable diseases surveillance system in place;
• mental health care is still only clinical care in the most regions of 
the country (hospital and only specifi c drug treatment), except few 
“islands” such as Suceava District, where community mental health 
is beginning to develop;
• dental care – there is a tremendous gap between the urban and rural 
dental care system, especially in terms of population accessibility to 
dental services;
• quality of health care is not evidence based, there is no specialised 
offi ce/agency with formal tasks for health care quality;
• public health research and practice.
One of the serious problems in Romanian health system is the shortage 
of health professionals. This is one of the prerequisites for other problem 
areas in the system and at the same time this could be considered as a result, 
connected with observed shortcomings of the Romanian health care. All 
of the respondents pointed that the most important health professionals’ 
defi cit in Romania is of medical doctors and nursing professionals, 
especially nurses. This was also confi rmed by data for supply of health 
professionals in Romania. It is obvious that the number and density of 
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nursing professionals in Romania are far below the EU-levels. The answers 
of all interviewees show that this problem is well-known and recognised 
among key stakeholders in the country.
Regarding the specialties where there is the biggest defi cit of medical 
doctors, these are:
• anaesthesiology and intensive care;
• paediatric;
• narrow specialties like cardiology;
• clinical laboratory and clinical pathology.
The biggest defi cit of physicians is in intensive care, anaesthesiology 
– but it varies in different regions. Regional disproportions in health 
professionals’ supply are clearly pronounced. Regions from the North 
East of the country are historically known as regions with economic and 
social problems and as a consequence health system seems to follow the 
same trends. The North East of the country (especially the rural areas) 
is often pointed as the region with the most important defi cit of health 
professionals. Some of the interviewees mentioned also the south regions 
as affected from the health professionals’ defi cit. Unanimous is the 
opinion that the smaller towns and villages, as well as regions removed 
from the capital are particularly affected and in these areas the shortage 
is extremely high. One of the experts shared the opinion that shortage of 
health professionals is very serious in bigger cities where demand is higher 
and this applies especially to nursing professionals. In smaller cities and in 
rural areas, there is shortage of physicians. 
Except above mentioned regions, public health care establishments are 
also strongly affected. All the public health care facilities have diffi culties 
in hiring the necessary health professionals due to the shortage of fi nancial 
resources allocated to human resources. The process of hiring in general 
is very diffi cult, long, time consuming and very centrally organised and 
decided. There is a defi cit of health professionals also in the public health 
administration and public health institutes. 
The prevailing part of respondents was in the opinion that this defi cit 
is due to emigration but also due to other factors as: internal (inter-
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sectorial) migration from hospitals to other sectors (outpatient services, 
pharmaceutical sector, etc.); “unworthy payment and lack of professional 
opportunities in the sector”; internal migration (between regions), caused 
by inadequate pay. One of the interviewees said that “this defi cit is due to 
emigration, which is caused by the management of human resources in the 
system”. Another one pointed that emigration was the leading factor for 
this defi cit, especially for intensive care.
In Romania, there is a steady trend of health professionals’ mobility from 
rural to urban areas, mainly after 1989. Except few GPs, most of the health 
professionals are moving to the bigger towns because of better working 
and living conditions, as well as higher salaries. 
Regarding mobility from public to private health care establishments, 
opinions were divided into two groups:
• some of the respondents thought that there was a pronounced trend 
of mobility between public and private sectors because of higher 
salaries and better career opportunities. According to one of the 
respondents, “a lot of physicians prefer to have their own private 
practices. The private health care establishments offer better working 
conditions and better professional development opportunities”;
• other interviewees were in the opinion that this type of migration was 
not so well expressed in Romania. There are many health professionals 
who are working also both in public and private health care facilities.
Migration from health care to other sectors also exists in Romania but not 
so often. It is more relevant to nursing professionals. Physicians choose 
pharmaceutical sector. The reasons are predominantly fi nancial – there are 
better working conditions, higher salaries and sometimes better carrier 
opportunities in other sectors than in health care.
The internal migration, the component of migration from rural to urban 
areas has negative consequences, leading to a poor health care access of 
the rural population to health services and further costs (economic costs 
due to work defi cits in rural industries and agriculture). In long run all this 
will lead to deterioration of the population’s health status, especially in 
rural areas. Internal migration causes also a shortage of professionals in 
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the smaller settlements, problems in smaller hospitals and in public sector; 
it can even lead to closing hospitals. The consequences are connected 
with ineffi cient allocation of specialists both between different health care 
establishments and between different regions and settlements.
Regarding migration of health workforce from university centre areas to 
another (e.g. from north to south or east), this could have a positive impact, 
as there are differences of medical schools approaches and different 
learning and practice experiences that health professionals could bring 
with them at their migration from a region to another. The inter-sectorial 
migration of health professionals has a positive impact on the other sectors 
but not on health system.
The reasons of health professionals’ internal migration might be several: 
availability of jobs within the country, family location, desire to work in 
a more economically and professionally developed area. Factors at the 
individual level, infl uencing the decision of a health professional for 
migration, are more related to professional development and achievement 
in terms of practice, fi nancial and career.
4.1.2. Immigration in Romania
Defi cit of health professionals in Romania could lead to necessity of health 
workforce “import”. Need of nursing professionals is very pronounced. If 
the pace of emigration remains the same, after 3 to 5 years the system 
will feel strong shortage of physicians as well. But it would be diffi cult 
to attract outside specialists with recognised diplomas and to meet quality 
requirements. Another problem will be the Romanian language, which is 
not one spoken in other countries, except the Republic of Moldova, which 
is not an EU country.
Most of the respondents were in the opinion that before “importing” health 
professionals, politicians must seek another solution of the problem, 
associated with ways to retain local health professionals in Romania. One 
of the interviewees underlined that “there is no political commitment and 
problems with defi cit of health professionals are neglected”. So the solution 
is associated with changes in health policy in the fi eld of human resources 
133
Results of qualitative study
and development of strategies and programs to retain local professionals.
The immigration in Romania is not so of important concern as the 
emigration. There is a trend of immigration of health professionals from 
the Republic of Moldova to Romania and most of them are medical 
doctors - general practitioners. After the accession of Romania to the 
EU, this trend has slowed down. Other immigrants are from the Near and 
Middle East or from the so called third countries outside the EU, which 
are also marked as less developed countries. However, the immigrants are 
not so many. They are health professionals, who usually have studied in 
Romania. Often they have family in the country and stay in Romania.
The immigrants are attracted to Romania by:
• the way of life in Romania, freedom and opportunities at all;
• the better professional opportunities, compared to countries where 
they live, greater freedom of lifestyle, way of living;
• business opportunities;
• the living conditions and living standard, more democratic society, 
as well as the greater security and lack of internal confl icts, 
repressions, etc.;
• the better living and working conditions, compared with their 
countries, as well as from the cheaper education in comparison with 
other EU member states.
Interesting point of view was shared by some of the respondents. According 
to them, immigrants are attracted in Romania from possibilities to obtain 
a diploma that is recognised in the EU. The Romania’s membership in 
the EU and opportunities to work somewhere in West Europe are also 
attractive for immigrants. After graduation some of the foreign students 
try to emigrate in other countries (in West Europe). So, usually they use 
Romania as a transit country for emigration in the EU.
According to the respondents, immigration has both positive and negative 
effects on the national health system. Positive is that some immigrants are 
motivated to work well and negative effects exist when they use Romania 
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only as a transit country. According to an expert in the Ministry of Health, 
there is no signifi cant negative infl uence of immigration processes on the 
health care quality.
4.1.3. Emigration from Romania
All interviewees agree that Romanian health professionals who are 
emigrating the most are physicians and nursing professionals (especially 
nurses and midwives). Other health professionals, who are willing to 
emigrate, are:
• dentists;
• laboratory assistants and X-ray laboratory assistants;
• staff who works abroad in the research area.
So, all health professionals emigrate, but intensity and frequency of 
physicians’ and nurses’ emigration is the highest. This confi rms the fact 
that emigration is one of the leading prerequisites for health professionals’ 
defi cit in Romania.
Two main periods can be distinguished with a greater dynamic of 
emigration for medical doctors, which do not seem to be linked to reforms 
of health system:
• the fi rst one, after 1989, when the free movement of persons came 
in place; 
• the second period of emigration of medical doctors after the accession 
of Romania to EU, when mutual recognition of qualifi cations have 
begun to operate.
Countries where Romanian health professionals prefer to emigrate are 
within the EU: Germany, the United Kingdom, Italy, Spain, Scandinavian 
countries and France. Some of the respondents mentioned also Austria, 
Switzerland and Belgium. Romanian physicians prefer France, the United 
Kingdom, Italy, and Spain, and Romanian nurses: Italy and Spain. Also 
the USA and Canada are the countries where medical doctors emigrate 
and other health professionals (biologists, engineers, etc.) work there for 
research development. But the Romanian health professionals prefer now 
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the European countries with higher living standard because of medical 
diplomas recognition.
The reasons for which Romanian health professionals emigrate in 
these countries are several. First, however, all respondents claimed 
fi nancial reasons – low salaries in Romania, especially in public sector 
and signifi cantly higher remunerations abroad. The living and working 
conditions are also very important factors, pointed from almost all of 
the respondents. We may consider payment (level of salaries), working 
conditions and standard of living (living conditions) as main factors, 
which push health professionals to emigrate from Romania, and in the 
same time as pull factors, which attract them to the other countries. Other 
pull factors are:
• level of professional development;
• professional development opportunities or career opportunities;
• respect that people from foreign countries have to health 
professionals;
• opportunities for the whole family – education for children, etc.
The main obstacles to emigration of Romanian health professionals 
are language, lack of fi nancial resources, differences in health systems 
and national peculiarities, psychological barriers – fear of change and 
unknown. Some health professionals are at middle age and have family 
and children in Romania so the family is an impediment for them. Others 
are young, newly graduated and “they might have some fears about 
working abroad, they might wonder if they can face the new country”. 
Other potential barriers are unwillingness to take risk, lack of professional 
experience (for the younger health professionals), age, etc. Family and 
friends, as well as the professional position, professional status and career 
are factors, which keep them in the country. Other potential factors are 
psychological – the hope that things could be improved (in health system, 
economy and in the country as a whole). Only one respondent mentioned 
patriotism and inertness as factors, which also contribute to the decision 
to stay in Romania.
All respondents agreed with the statement that emigration reduces the 
chances of the health system to effectively meet health needs of population. 
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One of the experts shared an interesting view by saying that emigration 
disturbs the continuity between generations in a certain specialty. Young 
professionals are more active and effi cient, but also more willing to take 
a risk and seek work abroad. Moreover, the emigration leads to defi cit of 
health professionals and causes problems with recruiting the necessary 
personnel. The health care establishments couldn’t meet the quality 
requirements. Another interviewee pointed that “we train specialists but 
we do not satisfy our needs”.
The prevailing opinion is that the main infl uence of emigration on national 
health system is negative as a whole, because it generates mainly a 
health workforce defi cit. The migration, especially leaving Romania to 
establish into other countries, has negative consequences on the expenses 
for educating health workforces (because most of the migrating health 
workers are graduated from public medical schools). Also this type of 
emigration has negative consequences as fewer specialised services are 
available for the population, less research and public health services can 
be achieved and knowledge transfer for the existing health personnel. 
It limits opportunities of providing medical care, restricts the access of 
population to health services, creates imbalance between the specialties, 
and deteriorates medical care. Moreover, one expert mentioned that 
“emigration creates tension in the system because of shortage of qualifi ed 
and experienced professionals, reduces the quality of services”. The trend 
has no major consequences on the level of salaries, competition between 
employers and also no consequences on the work conditions.
There were also opinions that besides the negative effects, emigration 
may have positive impact on health system, as well. They are related with 
return migration and shared experience and knowledge acquired abroad. 
In our interviews we have included one question about mediates – recruiting 
agencies. According to the respondents, foreign agencies are playing 
an increasingly greater role in recruitment of staff for other countries 
and more and more Romanian health professionals use services of such 
agencies every year. They recruit predominantly physicians, dentists and 
nurses for Germany, the United Kingdom and Scandinavian countries. 
Also migration agencies seem to have an important role for emigration 
of medical doctors in Canada. Recruiting agencies are facilitating health 
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professionals in fi nding a job abroad. One of the experts said that in recent 
years, the foreign agencies are “very active and even aggressive”. They 
make active advertisement, organise workshops and labour exchanges and 
sometimes try to realise direct contact with health professionals (especially 
physicians), sometimes even violate the privacy of their personal data.
4.1.4. Policy issues
The Ministry of Health and Romanian College of Physicians are the main 
authorities which are involved in the processes of health professionals’ 
migration, both in internal and external migration. There are certain 
documents that have to be released by the Ministry of Health, used by 
health professionals who move to other EU countries, in order to benefi t 
from recognition of their diplomas/qualifi cations. “The role is more formal 
rather than practical because these documents do not deliver any kind of 
information related to the level of professional development, neither to 
experience, nor to any subspecialties or special professional achievement. 
In my opinion, these procedures represent more a bureaucratic step, 
time consuming and not very useful both for sending and for receiving 
countries. Organising at least at the EU level an electronic Pan-European 
Register of health professionals could be a very practical step in order to 
facilitate the process”.
All the respondents are unanimous that there is no policy in Romania 
regarding migration of health professionals and there are no special 
references on this issue in health policy but it is urgently necessary to 
develop such. It is very surprising that experts on different levels and 
representatives of key stakeholders in Romania know about that problem 
and agree that emigration lead to health professionals’ defi cit but despite 
this there are no initiatives to change something and to develop measures 
to retain the health workforce in the country.
In 2009, a senior expert of the Ministry of Health said: “there is an urgent 
need to look more carefully on this problem - gathering more evidences 
about health professionals’ migration, research on factors determining the 
migration processes and development policies and programs to address 
the problem. The measures, both incentives (such as salaries increase, 
access to training and professional enhancement tools and opportunities) 
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and restrictive ones (although I am not for these kind of measures, except 
reimbursement of expenses for professional studies fi nanced from public 
funds, if the professional did not practice for a minimum period of time 
established by the authorities) should be established based on evidences. 
Research is needed in order to have the necessary data for development 
of policy”.
The last question in the interview was which must be the main points 
that have to be included in the policy concerning human resources in 
health care (and regarding emigration, in particular). We wanted to study 
the possible measures to cope with the problem. The proposals were as 
follows:
• graduate education (medical schools education, nursing schools, 
etc.);
• professional enhancement and continuous training opportunities, 
i.e. professional development;
• fi nancial and social motivation - level of salaries/wages;
• moral motivation – respect and recognition of profession;
• jobs availability and advertising related issues;
• the organisation, way of work – without stress, without dramatic 
changes every year;
• working conditions;
• access to modern technology, advanced researches and achievements 
in medicine;
• cultural aspects (environmental, social and living conditions);
• temporary professional mobility opportunities and experience 
exchange;
• retention policies;
• benefi ts policies (health insurance, scheme pensions, etc.);
• retirement policies/programs.
Conclusions from the interviews with representatives of key Romanian 
stakeholders:
1. A serious problem in Romanian health system is the shortage of health 
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professionals (especially physicians and nurses), largely due to the 
processes of migration - both internal migration and emigration.
2. All of respondents pointed that emigration is a very widespread trend 
and it is still a challenge. The experts on macro level expressed the 
opinion that there must be elaborated strategies and programs to retain 
the local health professionals.
3. There are steady trends of migration from rural to urban areas. The 
other types of internal migration, i.e. from public to private health care 
establishments and from health sector to other economic sectors, are 
not so well expressed. The immigration is not so important concern, 
yet. There are not so many immigrants from Moldova and Arab 
countries; some of them come in the country to obtain EU recognised 
diplomas and use Romania as transit country to the Western Europe.
4. According to the interviewees, migration processes have mainly 
negative impact on health system, leading to health workforce 
shortage, higher education costs, restricted access to medical services, 
deterioration of quality, etc. But very surprising is the fact that despite 
these opinions of key stakeholders’ representatives, there is not a 
national policy regarding human resources in health care and in 
particular regarding the migration of health professionals.
5. The main reasons for emigration (pull factors) for Romanian health 
professionals are: higher remuneration, better working and living 
conditions and opportunities for career development. But in general 
the emigration is driven by economic factors and fi nancial reasons. 
These have to be observed as “cornerstones” in developing a national 
policy regarding migration of health professionals.
6. Stick factors are family, friends, professional status and age. As 
barriers for emigration the respondents pointed insuffi cient language 
skills, fear of change and unknown.
7. According to the respondents, foreign agencies play an important 
role in recruitment of Romanian health professionals, especially 
physicians, dentists and nurses.
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Table 14 Summary of push, pull, stick and stay factors – macro phase
Push Factors Pull factors
Low salaries in public sector
Low social status of health profession-
als
Lack of professionals opportunities for 
career development
Poor working conditions
No policy on human resources
Signifi cantly higher levels of pay
Higher quality of life
Professional development opportunities
Better working conditions
Better equipped and funded health care 
facilities
Attractive conditions and help with 
work and life settlement
Stick factors Stay factors
Family kinship, social and cultural ties
Social and professional status, profes-
sional position
Age
Insuffi cient language skills
Fear of change and unknown
Financial security
Promising career paths
Opportunities for the whole family 
(education for children)
4.2. Interviews on micro level
In the micro level of the research, 41 interviews were conducted, including:
• 15 health professionals working in Romania;
• 12 students in medicine and nursing care studying in the country;
• 14 Romanian health professionals working abroad.
The interviews were held via e-mail and Skype and for some of the 
respondents – via phone.
4.2.1. Health professionals working in Romania
The previous study on macro level revelled high migration potential 
(concerning emigration) among health professionals in Romania. 
According to available data, there is a high number of applications for 
attesting the physician diplomas and applications for obtaining the 
conformity certifi cate for nurses and midwives. The interviews with 
experts and key stakeholders on macro level also pointed on the problem 
that migration potential of Romanian health professionals is very high.
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In order to study this phenomenon more precisely, we included in the 
sample on micro level 15 health professionals working in Romania. They 
were asked about their intentions to work abroad, about the reasons for 
these intentions and about the obstacles for emigration they personally 
have. The questions were also connected with assessment of their present 
position and satisfaction with the working and living environment in 
the country, as well as opportunities for professional realisation and 
development. The interview guides for physicians and dentists and for 
nursing professionals are presented in Appendix 2.
The sample consists of physicians and nurses predominantly due to the 
results of the macro level research. According to data and interviews, these 
health professionals emigrate the most. Other health professionals’ groups 
are represented, too. More precisely described, the sample includes:
1. 7 physicians and 1 dentist, of which:
• females - 5 respondents and males - 3;
• between 20 and 30 years of age – 3 respondents, between 31 and 40 
years of age – 2, between 41 and 50 years of age – 2 and up to 50 
years of age – 1 respondent;
• with specialty – 5 of the respondents, without specialty – 2 (but they 
were specialising during the interviews) and 1 dentist;
• 4 of the respondents work in hospitals, 1 – in outpatient care, 1 
– in emergency care and 1 physician works in a pharmaceutical 
company; the dentist has a private practice;
• 6 of the respondents are married and 4 of them have children.
2. 7 nursing professionals, of which:
• 5 nurses, 1 midwife and 1 laboratory assistant - all females;
• between 20 and 30 years of age – 2 respondents, between 31 and 40 
years of age – 2, between 41 and 50 years of age – 3;
• 4 of the respondents work in hospitals, 2 – in outpatient care and 
1 – in emergency care;
• 5 of the respondents are married and 3 of them have children.
According to all interviewees, migration (especially emigration) is 
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widespread phenomenon in the country. Internal migration is also a fact 
but emigration is the most important process regarding mobility of health 
professionals. This process concern predominantly physicians and nurses. 
According to the respondents, among Romanian health professionals, 
physicians and nurses prefer to work abroad the most. They are the most 
numerous groups and intensity of their emigration makes the problem 
more obvious. Mobility processes are also observed among other groups of 
health professionals such as dentists, midwives and laboratory assistants.
Very impressive is the fact that all of interviewed physicians and dentists 
and predominately part of interviewed nursing professionals have 
relatives, colleagues or acquaintances who work abroad. Only two of the 
interviewed nursing professionals declared that they didn’t personally 
know any Romanian health professional who works in other country. All 
of the other respondents listed at least 2 and up to 6-7 health professionals 
who exercised medical profession abroad. This confi rms the conclusion 
that emigration of health professionals is very intensive in Romania. It is a 
fact that 13 respondents cited approximately 50 persons working in other 
country. This shows that emigration processes are much more intensive 
and widespread than the indicated in available data and studies.
The list of countries, where colleagues of respondents work, is quite 
long, but more often France, Germany, the United Kingdom, Italy, Spain, 
Switzerland, Canada and the USA are pointed. The other cited countries 
are Austria, Scandinavian, Belgium, Ireland, Turkey, Greece, Libya, New 
Zeeland and Kuwait. The most preferred are European countries, followed 
by the USA and Canada. Most of them practice the same profession abroad. 
Only one of the respondents pointed a physician who works as a care giver. 
Another one mentioned physicians who worked below their qualifi cation 
but till the recognition of their diplomas. Also most of them are settled 
on permanent basis abroad and these who are temporary emigrants have 
intentions to stay for a longer period.
All of the respondents shared the view that their colleagues were attracted 
to other countries due to higher remuneration (fi nancial reasons) and better 
opportunities for professional development. Other mentioned pull factors 
in receiving countries are better working and living conditions, higher 
standard of living and better organisation of health system. Interesting 
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view shared one of the interviewed physicians, who told that the “absence 
of adequate payment mechanism” and “the insecurity in Romanian health 
system, the frequent changes and reforms and stress related to them on the 
work place” are push factors for working abroad. One of the interviewed 
nursing professionals said that her acquaintances “categorically don’t 
want to work in Romania”. 
According to the respondents, their colleagues abroad are satisfi ed with 
their choice and their work in other countries. Some of them live with 
their families; some do not have intention to return in Romania; for 
the others, life in other country give better opportunities for children’s 
education. The health professionals are satisfi ed also with the health 
system in the host country, “organisation in health care and clear-cut 
rules”, “higher recognition of medical profession”, opportunities for 
professional development and “economic conditions”. The stay factors, 
mentioned in one interview for dentists working in UK, are interesting – 
“they are satisfi ed with the modern equipment of dental practices, higher 
remuneration depending on results, respect and recognition from the 
patients”.
Most of respondents had no information about recruitment agencies 
which offer work abroad. Three of the interviewees were informed about 
the activity of agencies that recruit health professionals for the United 
Kingdom and Germany; others mentioned foreign agencies and agencies 
offering work places on Internet. The interviewees pointed that recruitment 
agencies (especially foreign) play an active role in migration processes but 
the assessment of their activity wasn’t uniform – some of the respondents 
considered that they weren’t trustworthy and others assessed their activity 
as correct.
In order to underline differences and to study in-depth intentions for 
migration among different groups of health professionals, we differentiate 
the answers of physicians and nursing professionals concerning their 
personal attitudes to migration. 
Intention for migration among physicians and dentists
All of the interviewed physicians, except one, declared willingness and 
intentions to work abroad. Some of the respondents shared their willingness 
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without doubts and thought that emigration would be better choice for 
their professional development and for the future of their children. It is 
not surprising but it’s a fact that many of the respondents rely on their 
friends to help them fi nd a work. Only one of the interviewed physicians 
hasn’t intentions to emigrate and shared the satisfaction with the present 
job. It is interesting that this physician actually works in a pharmaceutical 
company on a managerial position and isn’t engaged in provision of health 
services at the moment. This is a confi rmation of the observed processes 
of cross-industry (inter-sectorial) migration - data show that young 
resident physicians chose to leave the health system, going mainly to the 
pharmaceutical fi eld offering attractive salaries.
Regardless of nuances in the replies, all respondents stated as reasons for 
emigration desire for better payment, better working and living conditions. 
Other reasons are insecurity of present work and frequent reforms and 
changes in health system and social recognition of medical profession. But 
the leading incentives for work abroad are fi nancial (higher remuneration) 
combined with higher standard of living. Even dentist with successful 
private practice shared the same motivation and attitude to seek work 
abroad.
The main obstacles for emigration of Romanian physicians are language 
barrier, age and achieved social status including also managerial position 
at work. Factors that keep them in the country are predominately the 
family and responsibilities to elderly parents, as well as ongoing education 
and specialisation for the younger respondents. 
As pull factors in host countries the respondents considered higher 
remuneration, security of working place and other working conditions. 
Other mentioned factors are:
• better opportunities for the family and children’s education;
• higher standard of living, better economic situation;
• social status including social recognition of medical profession;
• social relations and way of living.
Most of interviewees shared the view that there are diffi culties for their 
future professional development in Romania. They found diffi culties with 
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specialisation, organisation and frequent changes in the health system. 
One of the respondents pointed the fear for forthcoming dismissal. All of 
them think that their work is not adequately assessed. They are dissatisfi ed 
with their remuneration and with the recognition of their work. 
The most attractive countries for the respondents are France, Belgium, 
the United Kingdom, Germany and Switzerland. They gave preference 
to European countries but the USA and Australia are also desired 
destinations. Work abroad could be of benefi t for working conditions, 
career development, living conditions, and scientifi c activity, as well 
as could provide better opportunities for the family. These statements 
together with the dissatisfaction with career development, remuneration 
and working conditions in Romania, suppose a signifi cant emigration 
potential among physicians and dentists.
Intention for migration among nursing professionals
All of the interviewed nursing professionals, except one, declared 
willingness and intentions to work abroad, just like the interviewed 
physicians. The answers of nursing professionals are identical and show 
great dissatisfaction with nursing job and with professional development 
in the country. All respondents pointed as a motive for emigration fi nancial 
status. Factors that keep the interviewed nursing professionals in the 
country are only family duties. The main obstacles for emigration are lack 
of foreign language skills and fear of unknown. 
All interviewees found diffi culties in their professional development. 
They all are dissatisfi ed both with their remuneration and appreciation. 
That’s why the main pull factors that attract them in other countries are 
higher remuneration and better living conditions (mainly from fi nancial 
point of view). The countries, which are preferred for work and living, 
are Italy, Spain, Germany, Austria, France and the USA. They all are 
considered as better opportunity for professional development and living 




Conclusions from the interviews with health workers:
1. There are distinct attitudes towards emigration especially among 
doctors and dentists between 25 and 40 years of age.
2. Most preferred countries for Romanian physicians are France, 
Germany, the United Kingdom, Scandinavian countries, Spain and 
Switzerland, as well as (but less desirable) Canada and the USA.
3. Nursing professionals have motivation for emigration; most preferred 
countries are Germany, Austria, Italy, Spain, France and the USA.
4. Main reasons for emigration (pull factors) are: higher remunerations 
in receiving countries, better working conditions and higher standard 
of life, as well as career opportunities and better opportunities for the 
family.
5. Main obstacles (stick factors) are: family and language.
6. According to the respondents (especially physicians), agencies play 
an important role in recruitment of migrant health professionals 
especially in Germany and Scandinavian countries.
Table 15 Summary of push, pull, stick and stay factors – health workers 
in Romania
Push Factors Pull factors
Low salaries
Poor working conditions




Unsatisfactory health system organisa-
tion
Poor professional prestige – low social 
recognition of the profession
Higher levels of pay
Better working conditions 
Professional development opportunities
Higher quality of life
Better funded health care facilities
Low stress and not so frequent changes
Social recognition of medical profes-
sion
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4.2.2. Students in health professional education studying in Romania
As discussed in paragraph 3.2.1, one of the main issues concerning mobility 
of health professionals in Romania is emigration of young physicians and 
nurses. We are of the opinion that migration of young health professionals 
is an important concern. That is the reason for including also students 
in the sample on micro level. We asked them about general patterns of 
migration in Romania, to see if they are familiar with the problem and 
what are their attitudes to mobility and especially to emigration. More 
important for our study were their intentions to specialise and/or to work 
abroad after graduation, reasons for these intentions and obstacles for 
emigration they personally have. The interview guides are presented in 
Appendix 2.
The sample includes 12 students in health education, in their last years of 
academic studies, between 21 and 26 years of age:
1. 7 students in medicine, dentistry and health care administration:
• 4 students in medicine – 2 males and 2 females;
• 2 students in dentistry – male and female;
• 1 student in master course in health care administration – female.
2. 5 students in nursing care and midwifery:
• 3 students in nursing care – females;
• 2 students in midwifery – females.
Just like practicing health professionals, students are familiar with 
issues of migration. According to respondents in this group, emigration 
is the most important mobility process in Romania, which contributes 
signifi cantly to the observed defi cit of health professionals in the country. 
Most important health professionals’ defi cit is of medical doctors and 
nurses and among these professional groups, emigration is very intensive. 
Some of interviewed students pointed also midwives and dentists as health 
professionals who prefer to work abroad.
According to the interviewed students, main countries where health 
professionals emigrate are within the EU – Italy, Spain, Germany, the 
United Kingdom, France, and Scandinavian countries. Greece and Turkey 
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were also mentioned as a destination for nursing professionals. The USA 
is less preferred because of diplomas’ recognition procedures. There are 
several reasons for which Romanian health professionals emigrate: level 
of salaries, living conditions and working conditions and professional 
development opportunities. Students in nursing care attached great 
importance to the payment differences between Romania and other so called 
“developed countries”. One of the students said that the other countries 
attract Romanian health professionals “fi rst of all with salary, possibilities 
for career, the respect that people have for health professionals and life 
conditions”. Opportunities to ensure better life for the family are a motive 
for emigration, as well.
Factors that keep health professionals in the country are family and 
homeland. One of the interviewees explained: “some people stay in the 
country because they expect that economic situation will improve and 
health system will be changed”. The main obstacles for emigration are 
lack of foreign language skills and fear of unknown. The latter was 
explained as “fear if one will manage with the work abroad”, “fear of 
change” as well as “differences between health systems and inter-cultural 
differences”. One of the respondents said that “the young newly graduated 
health professionals might fear and might wonder if they can face the new 
country. There is a fear of not be cheated too, because lot of recruitment 
fi rms are not trustworthy”.
The answers of students show that they are well informed about migration 
processes in the country. This forms their attitudes toward emigration to 
a certain extend. Moreover, most of interviewed students (except three) 
declared that they personally know health professionals who work abroad. 
Each of the respondents cited 2 or 3 acquaintances practicing medical 
profession in the United Kingdom, Germany, Spain, France, Italy, as well 
as Greece and the USA. The list is shorter than in the previous group 
of respondents but is quite impressive because the interviewees are still 
students. Most of their acquaintances practice the same profession abroad. 
Some of respondents mentioned nurses who work as care givers but wage 
levels are much higher than wage levels in Romanian health system. But 
in contrast to the period before Romanian accession in the EU, most health 
professionals practice the same profession in another European country. 
Also most of them are settled on permanent basis abroad and these who 
are temporary emigrants have intentions to stay for a longer period. The 
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main reasons to work abroad are low level of wages in the Romanian 
health system, poor working conditions and limited opportunities for 
career development.
Intention for migration among students in medicine, dentistry and health 
care administration
The answers of the question, “where would you like to work after your 
graduation” are polarised. Three of the interviewed students have 
thought to work abroad – one of them isn’t satisfi ed with the way of life 
and interpersonal relations in Romania, the second would work abroad 
because of fi nancial reasons and the third prefers to work in other country 
due to better opportunities for career development. One student stated that 
there aren’t advantages for stay in Romania and he doesn’t have stimuli 
to work and live in the country. They would choose the United Kingdom, 
Netherland, Switzerland or the USA. The other four students haven’t 
intentions to work abroad. Two of them pointed that they would like to 
have a professional career in the country. Although they prefer to work 
in Romania, some of them mentioned that they would work abroad for 
higher salary and better job.
Factors that would retain respondents in the country are family, friends 
and homeland. It is interesting fact that students pointed patriotism as one 
of the most signifi cant factors hindering their emigration – one of them 
expected that economic and political situation in the country will improve; 
another one said that “the country needs health professionals”. That is the 
main difference between students and practicing health professionals as 
the latter are more dissatisfi ed and much less enthusiastic and optimistic 
about their future in the motherland. The main obstacle for emigration is 
fear of change.
Factors attracting the respondents to other countries are higher 
remunerations, better working and living conditions. Other motives are 
opportunities for career development, better economic situation, better 
life and higher assessment of the profession. But no matter of their future 
plans, all respondents think that there will be diffi culties with their future 
professional career in Romania, as well as that work of Romanian health 
professionals is not adequately assessed. They consider payment and 
recognition of profession as unsatisfactory. Moreover, all interviewees 
thought that working and living conditions and career opportunities are 
signifi cantly better abroad than in Romania.
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Another question concerns the willingness of students for continuing their 
education (or specialisation) in other country. Five of the interviewees 
declared that they would specialise abroad. The reasons for these 
intentions are connected with “desire to learn more”, willingness “to 
gain professional experience, expertise and knowledge” and desire for 
“additional qualifi cation and higher competiveness”.
In contrast to practicing health professionals, intentions for emigration 
among students aren’t so clearly expressed. The intention for specialising 
abroad could even be benefi cial for the country if they return after that. 
Although not so explicit intentions, there are attitudes and preferences 
among students toward working abroad. Some of them are well informed 
about recruitment agencies and places of work they offer. One of the 
respondents assessed positively activities of such agencies, and another 
one thought that they play a signifi cant role on international labour market.
Intention for migration among students in nursing care and midwifery
Quite positive is the fact that only one interviewed student in nursing care 
declared that would like to work abroad after graduation, mainly because 
of fi nancial reasons. She would choose Germany for her professional 
realisation. The other four respondents prefer to stay in Romania; two 
of them explicitly declared that are satisfi ed with the life in homeland 
and want to seek career development here. But three of the respondents 
explained that they would emigrate for a higher salary and prefer countries 
in the EU like Germany and Switzerland, and one would work in Canada 
if the payment in Romania remains the same. Three of respondents would 
like to work where they live (in quite large towns), and one prefers to fi nd 
a job in a larger town – indication for internal migration.
Factors that keep respondents in the country are family, home and 
homeland. Main obstacle for emigration is lack of foreign language skills. 
The respondents (except one) don’t want to continue their education or to 
specialise abroad, mainly because of fi nancial reasons. Just like practicing 
nursing professionals, students consider higher salaries as main reason to 
work abroad. They also mentioned better living and working conditions 
but the leading motive for emigration remains remuneration. That is very 
indicative of the level of payment in health system and the status of nursing 
professionals. Dissatisfaction with wage levels is of great importance for 
these health professionals and their attitudes to emigrate.
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Conclusions from the students’ interviews:
1. Attitudes among students are polarised – the medical students prefer 
to fi nd work abroad, on the opposite – the students in nursing care 
prefer to stay in the country.
2. Main reasons for emigration (pull factors) for medical students are: 
better opportunities for specialisation and career development and 
higher remuneration.
3. Students in nursing care haven’t clear intention for emigration mainly 
due to the language skills; also, students in this group feel some kind 
of insecurity and aren’t ready to take this risk. But they would work 
abroad for higher salaries.
4. Stick factors are family, friends and homeland. The students pointed 
patriotism as one of the most signifi cant factors hindering their 
emigration and that’s why they prefer to stay in the country.
Table 16 Summary of pull, push, stick and stay factors – Romanian 
students
Push Factors Pull factors
Low income
Poor working conditions
Lack of professionals opportunities 
(career development)
Unsatisfactory living conditions
Poor professional prestige – low social 
recognition of the profession




Education and training opportunities
Professional development opportunities
Higher quality of life
Social recognition of medical profes-
sion
Economic development








4.2.3. Romanian health professionals working abroad
Migrants are very important for the purpose of this study. Because 
in Romania immigration is negligible in its size and importance, and 
emigration is the leading mobility process, we tried to reach Romanian 
health professionals working abroad. They were asked about their personal 
experience as emigrants – reasons for emigration, diffi culties, etc. Some 
questions concerning the general patterns of migration were also included 
in interviews. The interview guide is presented in Appendix 2.
The sample includes 14 respondents divided into two main groups – 
Romanian citizens working in EU countries and Romanian citizens 
working outside the EU. We choose these countries, which were rated 
as the most preferred for emigration in other interviews, conducted in 
macro and micro level of the research. These are the USA and Canada 
- outside the EU, and Germany, the United Kingdom, France, Italy, 
Spain, Switzerland. Unfortunately we couldn’t contact Romanian health 
professionals in Switzerland and Spain and we didn’t receive answers or 
consents for interviews from health professionals, working currently in 
France and Italy. We succeed to reach health professionals in Germany 
and the United Kingdom and they helped us to establish contacts with 
other Romanians, working there. The sample, more precisely described, 
includes:
1. 4 health professionals working outside the EU - 2 in the USA and 2 
in Canada:
• a physician, working in the USA in public health program, male, 30 
years old, 7 years in the country;
• a physician with specialty, working in the USA in a hospital, male, 
50 years old, 12 years in the country;
• a dentist, working in Canada as a medical assistant in a private 
clinic, female, 28 years old, 2 years in the country;
• a dentist, practicing the same profession in a private dentistry practice 
in Canada, female, 35 years old, 8 years in the country.
2. 10 health professionals working in EU countries – 6 in Germany, 3 in 
the United Kingdom and 1 in Austria:
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• a physician, specialising in a hospital in Germany, male, 31 years 
old, 2 years in the country;
• a professional in health administration in Germany, not working at 
the moment, female, 28 years old, 3 years in the country;
• a physician, specialising in a hospital in Germany, female, 25 years 
old, 1 year in the country;
• a physician, specialising in a hospital in Germany, male, 28 years 
old, 1 year in the country;
• a physician with a specialty, working in a hospital in Germany, 
female, 41 years old, 2 years in the country;
• a physician with a specialty, working in a hospital in Germany, 
male, 44 years old, 3 years in the country;
• a nurse with an additional qualifi cation in health care administration, 
working in the United Kingdom in public health program, female, 
27 years old, 2 years in the country;
• a physician with a specialty, working in an outpatient clinic in the 
United Kingdom, male, 41 years old, 2 years in the country;
• a nurse, working in a hospital in the United Kingdom, female, 46 
years old, 4 years in the country;
• a laboratory assistant, working in Austria outside healthcare, male, 33 
years old, 7 years in the country.
Interesting fact is that most of the respondents, working in the EU, 
emigrated after Romania’s accession in 2007. The diplomas’ recognition 
accelerates the mobility processes not only for work but also for a 
specialisation (combined with work).
General information about migration of Romanian health professionals
We asked respondents a few questions, concerning general patterns of 
migration of Romanian health professionals. We wanted to get more 
information about migration and especially emigration from people who 
have experience and practical background. Moreover, these respondents 
have contacts with other emigrants and also have acquaintances and 
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colleagues working abroad, so we expected to become “fi rst-hand 
information”.
The answers of interviewed emigrants confi rmed information, received 
from other interviews on macro and micro level of the research, as 
well as data from other studies. Among Romanian health professionals, 
physicians and nurses emigrate most often. Except them, dentists are also 
willing to work abroad. They prefer European countries as France, the 
United Kingdom, Germany, Spain and Italy, Scandinavian countries; less 
preferable are now the USA, Canada and Australia due to procedures for 
diplomas’ recognition and necessity to take additional exams.
As a main factor, attracting Romanian health professionals abroad, all 
respondents mentioned higher salary. According to respondents, other 
factors, ranked in order of importance, are:
• better opportunities for career development;
• better working conditions;
• better living conditions;
• better organisation of health system.
Main obstacles for emigration are language barrier, fear of unknown and 
age. Two other answers are not so usual – lack of professional experience 
and working permit for some countries. Interesting view shared one of 
the interviewed physicians, who said that main obstacles are bureaucratic 
and long-lasting procedures for issuing a certifi cate of compliance for 
diplomas in Romania. Also, the respondent said that taxes are very high 
and that was a problem for him. Factors that retain health professionals 
in Romania and prevent them from emigration are: family and care for 
elderly family members, patriotism, as well as “hope that things could get 
better” and successful private practice in homeland. 
All of the respondents have colleagues or acquaintances who work abroad. 
All of them listed at least 2 and up to 6-7 health professionals who practice 
medical profession abroad. Countries are same as the above mentioned 
and also Portugal, South Africa and Israel. This confi rms the conclusion 
that emigration processes are very intensive and they have increased after 
Romania’s accession in the EU.
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Personal reasons for emigration and factors retaining the emigrants 
abroad
All of the interviewed health professionals have received their education 
in Romania and moved abroad after graduation. Ten of the respondents had 
worked in Romania before they came in the respective country, three of 
them had worked outside health sector during their education in Romania 
and the other one was employed mainly in hospitals. Six of the respondents 
had been in another country, different from the present residence, some of 
them had specialised there and others had worked in health sector.
Most of interviewed health professionals declared that it was necessary 
to learn more after arrival in the destination country. It was necessary to:
• change qualifi cation; one of the interviewees intends to change 
completely her qualifi cation;
• extend qualifi cation;
• learn the language;
• learn additionally about health system – especially underlined as 
necessary from interviewees, practicing in the USA and Canada, as 
well from some respondents, working in Germany;
• learn additionally something else: about operating systems and data 
bases, culture and national peculiarities, way of life.
In order to study in-depth factors, which push Romanian health professionals 
to work abroad, we asked several questions concerning Romanian health 
system and working conditions. Only three of respondents pointed 
explicitly the unsatisfactory remuneration of health professionals in 
Romania. That is a major difference between these who work in Romania 
and health professionals working abroad. According to the respondents, 
main problems in Romanian health system are as follows:
• corruption;
• problems with organisation and fi nancing of system, unsatisfactory 
health policy;
• necessity of “special relations” for career progress;




Other statements are that there aren’t clear-cut rules and stimuli for work in 
Romania. The young physicians underlined problems with specialisation 
in the home country and insuffi cient places for specialisation. In this 
connection, it is not surprising that most of interviewed health professionals 
found health systems in the chosen country as better organised, well-
fi nanced and providing better opportunities for professional and career 
development, as well as more transparent and less bureaucratic.
Except with Romanian health system, interviewees aren’t satisfi ed with 
the life in the home country as a whole. They pointed as unsatisfactory 
living standard, social security, working place security, “lawlessness and 
misrule”.
Very important for the purposes of this research are the so called “pull 
factors” or factors which attracted health professionals to work abroad. 
Respondents ranked economic and fi nancial factors as more important for 
them, namely better economic situation and higher living standard and 
higher incomes (salaries). Financial and economic factors, connected 
mainly with remunerations, are driving forces of migration concerning 
Romanian health professionals. That’s why the conclusion that there is 
mainly economic emigration among health professionals in Romania 
was confi rmed. In this connection, respondents pointed as attractive for 
them also health system fi nancing and possibility for remittances to the 
family in home country. Other important pull factors are better way of 
life and opportunities for family (for example children’s education), better 
employment opportunities, better working conditions and opportunities 
for career development and qualifi cation improvement. The latter is 
particularly important for younger health professionals. As attractive 
respondents pointed better organisation in the health system in the chosen 
country, working place security and recognition of the profession.
Most of the interviewed health professionals assessed working conditions 
in the host country as better than in Romania; only one answered that 
there aren’t differences between working conditions. Among the main 
advantages in the chosen countries, respondents underlined:
• team work and professionalism in the USA;
• impartial and fair assessment of personal qualities;
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• better equipment and modern medical technologies;
• “everyone performs the duties that meet his/her post”;
• more protected from the unions;
• politics of continuous education, initiated and supported by the 
employer.
In regard with diffi culties, which interviewees encountered in fi nding a 
job, answers are divided into two groups. Part of the respondents declared 
that they didn’t encounter diffi culties; one even mentioned that “there 
is a lack of health professionals in Germany” and that facilitate foreign 
professionals in fi nding a job. Another part of the respondents pointed 
that they had experienced diffi culties due to the language, lack of personal 
professional experience and diplomas’ recognition. The latter was stated 
from interviewees, working in the USA and Canada and from one of the 
respondents who is a laboratory assistant and lives in an EU country but 
had moved there before the Romania’s accession in 2007. He determined 
the labour market as discriminative toward the foreign citizens. Another 
respondent, working currently in the UK, mentioned the necessity of so 
called “yellow card” (working permit) to have access to the labour market. 
Interesting view shared the interviewees in the USA who specifi ed high 
competition as main diffi culty in fi nding a job. 
Regarding diplomas’ recognition, the interviewee in Canada said that 
she had to pass examinations, which were very expensive; another one 
of the respondents said that he passed examinations in the USA, which 
were easy for him. A nurse, working in the United Kingdom, pointed that 
her diploma was recognised but not her profi le (additional qualifi cation) 
as a paediatric nurse. One of the physicians mentioned diffi culties with 
preparing the necessary documents in Romania. The others haven’t met 
problems with diplomas’ recognition.
Five of the interviewed health professionals (3 in Germany and 2 in the 
United Kingdom) have found their present job through a recruitment 
agency and have signed a preliminary labour contract before arrival 
in the country. They are content with the services they received. Other 
interviewees have found a job through Internet and one said she has signed 
a preliminary contract. The rest of respondents have found a job through 
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friends or through local agencies after arrival.
Except in fi nding a job, some of the respondents declared that they 
encountered diffi culties in organising their life abroad:
• with new and different culture and way of life;
• with language;
• with fi nding work and school for the family members;
• with housing.
Some of the respondents live together with their family and some 
married and started their own family after their arrival in the respective 
country. Almost all of respondents declared that they were supported by 
their families when they decided to live and work abroad. One of the 
interviewees said that her family persuaded her to emigrate. Another one 
said that her family supported her but they don’t support the idea to live 
permanently abroad and that’s why her relatives encourage her to come 
back home.
Most of respondents pointed that they are treated just like local professionals 
and that there aren’t differences in remuneration and rights. One of the 
interviewees said that she is treated even with more respect as in her home 
country, and another underlined that his relations with his colleagues are 
very good. Nevertheless, there are some different statements:
• “there are bias toward foreign health professionals”;
• “there are differences in attitude, not in remunerations and rights”;
• “there are differences in remunerations between local and foreign 
health professionals – the latter receive lower salaries”;
• “foreign professionals have to work more”;
• “there are differences but also there is a room to prove that you are a 
professional”. 
Regarding patients, there aren’t differences in attitude toward local and 
foreign health professionals. Many of the respondents said that patients 
treat them with respect but they are very demanding as well. Three of 
the interviewees pointed that sometimes patients treat them differently 
but that depends on the person. Regarding communication with the 
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patients, foreign language skills are very important and that was explicitly 
underlined by several respondents. Some of them said that they have 
language problems and that hinder their communication with patients and 
it’s a prerequisite for a different attitude.
Most of respondents are satisfi ed with their choice to work and live abroad. 
Other stated that despite some problems and disappointments, they are 
satisfi ed in general. One of the interviewees said that he is satisfi ed with 
his work but not with the life abroad and another one stated that he is 
satisfi ed only with the payment. The respondents’ expectations regarding 
remuneration, working and living conditions, as well as regarding 
professional career development were met. Nevertheless, there are some 
nuances in responses – several interviewees declared that their expectations 
regarding working and living conditions were met to some extent; others 
aren’t content with living conditions or with their professional career 
development. The latter have problems with diplomas’ recognition and 
are currently working under their qualifi cation. The respondents aren’t 
satisfi ed with different aspects of life abroad. Some of them specifi ed as 
follows:
• social contacts and relations;
• discrimination and lack of tolerance toward foreigners in society as 
a whole;
• “weather and food”.
Most of respondents don’t intend to return to Romania or don’t intend 
to return for the present. Only three respondents said that they would 
defi nitely return; other two intend to return “but not soon”; one respondent 
said that she would return but only if she could fi nd a good working place 
in the homeland, and one interviewee doesn’t have plans for the future. 
The following stay factors retain the interviewed health professionals in 
the respective countries:
• higher remuneration;
• better way (standard) of living;




• social security, including security at working place;
• career development and professional opportunities;
• better working conditions;
• current education and specialisation;
• work only.
According to the respondents, very important for Romanian health 
professionals, who wish to work abroad, are language skills, personal 
contacts with emigrants, preliminary information for requirements and 
preliminary preparation of necessary documents. Most of interviewees 
shared the view that the existing European policy facilitates those who 
wish to work abroad, mainly through diplomas’ recognition. But there 
are some obstacles as too bureaucratic procedures, necessity of working 
permits, too many requirements and unequal access to labour markets for 
Bulgarian and Romanian citizens.
The respondents’ suggestions for facilitating mobility of health 
professionals are as follows:
• larger students’ exchange and more professional exchange programs;
• simplifi cation of procedures and less bureaucracy;
• abolishment of restrictions to the labour markets for Bulgarian and 
Romanian citizens;
• shortening of terms and simplifi cation of legislation in approbation 
of specialists;
• better organisation in recruitment agencies.
Conclusions from interviews with health professionals working 
abroad:
1. In general, interviewees are satisfi ed with their work and life abroad.
2. Most of respondents work in health care but some of them are 
employed in other sectors (services).
3. Host countries attract the interviewees with higher income (salary), 
higher standard of living, better employment opportunities, better way 
of life and opportunities for family and better working conditions; for 
younger respondents the leading pull factors are also opportunities 
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for qualifi cation (specialisation) and better career development. But 
in general, emigration is driven by economic factors and fi nancial 
reasons.
4. Among push factors, more important are the organisation of the 
Romanian health system, corruption and lack of clear-cut rules in the 
home country.
5. Main diffi culties for emigrants in the USA and Canada are the 
recognition of their diplomas, and for the emigrants in the EU – 
language; both have diffi culties with new culture and way of living in 
the host countries.
6. Respondents don’t feel different attitude by local professionals and 
patients.
7. Some of the respondents don’t intent to return, and others declared that 
they have intention to return in the home country, but this intention 
refers to indefi nite future. Leading stay factors are higher income 
(salary) and standard of life in host countries.
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Table 17 Summary of pull, push, stick and stay factors – Romanian 
health professionals working abroad
Push Factors Pull factors
Corruption, unstable economic situa-
tion
Low salaries
Lack of professionals opportunities 
(career development)
Poor working conditions
Insuffi cient places for specialisation 
and problems with training
Lack of resources (especially modern 
medical equipment)
Low social status of health profession-
als
Unsatisfactory health system organisa-
tion and fi nancing
Necessity of “special relations” for ca-
reer progress
Under-funded health system
Poor professional prestige (for nurses 
and midwives)




Better working conditions, organisation 
and way of work
Educational and training opportunities
Better equipment and modern medical 
technologies
Higher living standard
Security at working place (protection 
from the unions)
Assessment of personal qualities
Recognition of medical profession
Better employment opportunities and 
opportunities for the family
Stick factors Stay factors
-
Financial security (attractive remunera-
tions)
Standard of living
Family (including new established) and 
better opportunities for children
Social security
Current education and specialisation
Career paths





Findings of our study have showed that in general, receiving countries 
have better information about infl ows than about outfl ows. In Romania, as 
in most other countries, data on health workers migration are unreliable 
or not available. There are some estimations that provide just a rough idea 
about this phenomenon. Data on internal and external migration of health 
workers are scarce and there are no established procedures for collecting 
them.
Moreover, there is no policy regarding migration of health professionals 
and there are no special references to this issue in health policy. Interviews 
with representatives of key stakeholders also indicate that the role of 
health workers migration is missing from the Romanian discussion 
on health policy. It is mainly professional associations that discuss the 
situation and importance of health professionals’ migration. According to 
the interviewees, it is urgently necessary to develop such policy. In 2009, 
a senior expert of the Ministry of Health said: “… there is an urgent need 
to look more carefully on this problem (gathering more evidence about 
the health professionals’ migration, research on factors determining the 
migration processes and development of policies and programs to address 
the problem). Research is needed in order to have the necessary data for 
development of policy.”
Suggested measures include incentives (such as salary increases, access to 
training and professional enhancement opportunities) and restrictive ones 
(for example, reimbursement of expenses for professional studies fi nanced 
from public funds, if the professionals do not practice for a minimum 
period of time in their home country).
Findings from research lead to the following recommendations:
1. Reliable data is needed to provide a basis for evidence-based policy 
measures on migration. An electronic Pan-European Register of 
health professionals (at least at the EU level) could be a very practical 
step to facilitate this process.
2. Developing measures to retain the health workforce in the country is 
very important. A strategy for human resources addressing migration 
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should be elaborated, including improvement and development of the 
following issues:
• quality of graduate and undergraduate doctors’ and nursing 
professionals’ education;
• continuous training opportunities, i.e. professional development;
• fi nancial and social motivation;
• moral motivation - respect and recognition of the profession;
• opportunities for carrier development;
• organisation and fi nancing of health system;
• working conditions, including access to modern medical technologies 
and advanced research in medicine;
• temporary professional mobility opportunities and experience 
exchange;
• benefi ts policies, etc.
Although permanent emigration is assessed mainly negatively, temporary 
mobility may have positive impact on health system. It is related with 
return migration and shared experience and knowledge acquired abroad. 
Besides measures to retain health professionals, there are some useful 
proposals for facilitating temporary mobility of health professionals, 
namely:
• larger student exchange and more professional exchange 
programmes;
• simplifi cation of procedures and less bureaucracy;
• better organisation within recruitment agencies.
As a result from in-depth interviews and other studies we can summarise 




Table 18 Push, pull, stick and stay factors summary
Push factors Pull factors
Low salaries in public sector Rising demand of health professionals
Low social status of health professionals Higher levels of pay
Lack of professionals opportunities (career 
development) Professional development opportunities
Poor working conditions Better working conditions, organisation and way of work
Lack of resources (especially modern medi-
cal equipment)
Better equipped and funded health care 
facilities, access to modern medical tech-
nologies
Under-funded health system Attractive conditions and help with work and life settlement
Unsatisfactory living conditions Higher quality of life
Unsatisfactory health system organisation 
and reform implementation Low stress and not so frequent changes
Poor professional prestige – low social 
recognition of the profession (especially for 
nurses and midwives)
Social recognition of medical profession
Insuffi cient places for specialisation Educational and training opportunities
Unstable economic situation Better economic situation and economic development
Political instability, corruption EU membership since 2007 (fully opening of the labour markets since 2014)
No policy on human resources Mutual recognition of diplomas after 2007
Stick factors Stay factors
Low unemployment rate and vacancies in 
health system Remittances to the families in home country
Insuffi cient number of physicians, nurses 
and midwives Promising career paths
Lower cost of living Reluctance to disrupt new lifestyle patterns and social networks
Family kinship, social and cultural ties Financial security
Social and professional status, professional 
position Lack of return incentives
Free training and specialisation Opportunities for the whole family (educa-tion for children, etc.)
Age Economic development
Fear of change and unknown Security at working place and social secu-rity
Language barrier On-going education and specialisation
Patriotism (homeland)
Attractive private practice in primary and 
specialised care, dentist care and pharmacy
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APPENDIX 1 Interview guides - macro phase
1.1. Guide for an in-depth interview (fi rst round)
Section I. We kindly request your opinion and assessment of the most 
signifi cant changes and problems of the current and future healthcare 
system in your country.
1. Which are the most problematic fi elds and subsystems?
2. Are there signifi cant differences and peculiarities in terms of these 
problems in the various subsystems (problems related to GPs, 
specialised outpatients’ medical care, the hospital sector)?
3. Please indicate to which period of time do you relate the opinion and 
assessment you are expressing?
Section II. How does the migration of the health professionals affect the 
healthcare system in your country (emigration and internal migration)?
1. Which are the main groups of health professionals for which there is 






2. Which are the main medical specialists for which there is a greatest 
shortage of physicians in your country?
3. In your opinion, to what an extent is this shortage due to emigration 
(the shortage results from migration processes or causes them)?
4. In your expert opinion and according to your experience, which health 








• X-ray laboratory assistants;
• healthcare specialists;
• others.
5. Do you think that migration signifi cantly affects the possibilities for 
the system to meet effectively and effi ciently the health needs of the 
population?
Section III. Can you discern separate fi elds, regions or areas in your country 
in which the problem of health professionals’ shortage is particularly 
serious? Which are they?
1. Do you think that in your country sustainable trends are observed for 
health professionals’ mobility from the rural to the urban regions?
2. And from the public to the private healthcare sector?
3. From one subsystem to another?
4. Which healthcare and hospital establishments in your country 
experience particular diffi culties recruiting the necessary health 
professionals?
5. Is there immigration of health professionals from other EU countries 
or countries outside the EU to your country? If yes, which are the 
groups among which this immigration is most commonly observed? 
How does this affect the quality of the health services? 
6. Will the shortage of health professionals in your country force the 
healthcare establishments to start recruiting personnel from other 
countries (to “import” work force as it is observed in other branches 
such as tourism or construction)?
Section IV. How does migration (emigration and internal migration) 
affect the following?
1. The National Healthcare System as a whole or its separate subsystems 
(primary, specialised outpatients’ medical care, hospital, emergency 
care, etc.)?
2. Migration from one sector to another (healthcare, tourism, trade, 
transport, etc.)?
3. The separate geographical regions?
4. The separate healthcare establishments and health organisations 
(expenditure for labour, restriction of the possibilities for providing 
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new services or increase of the capacity, level of salaries, employers’ 
competition, working conditions)?
5. The separate health professions and groups?
6. Do you consider that separate periods can be discerned with greater 
dynamics of health professionals’ migration and do you relate them to 
changes in health and political, general political and socio-economic 
aspects (e.g. the beginning of the reform, changes in payment, etc.)?
Section V. In your opinion, do the migration processes have rather positive 
effects or rather negative effects?
Section VI. How do the changes in the healthcare system and the socio-
economic conditions in your country affect the migration of health 
professionals?
1. Which are countries in which the health professionals in your country 
prefer to emigrate most?
2. What attracts them there?
Section VII. Which are the main reasons for which the health professionals 
migrate – related to emigration and internal migration?
1. Which factors at individual level affect the decision-making for the 
health professionals’ migration (family format, costs, subsistence, 
climate, etc.)?
2. In your opinion, which are the main obstacles for the emigration of 
the health professionals in your country?
Section VIII. Which public institutions and/or representatives of the local 
authorities can or do play a role in the processes of health professionals’ 
migration? How would you assess their role?
Section IX. How do you assess the role and the importance of the Migration 
Agencies in your country and the other countries?
Section X. Does your country have a policy regarding the migration of 
health professionals? (Has this problem been considered in the healthcare 
policy?)
1. Do you think necessary to pay greater attention to this problem? (What 
stimulating or restrictive measures could be undertaken?)
2. Which are the main issues that should be included in the policy 
regarding the human resources in the fi eld of healthcare (emigration 
and internal migration, in particular)?
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1.2. Guide for an in-depth interview (second round)
1. Which main groups of medical professionals for which there is 






2. For which specialties there is greatest shortage among the physicians 
in Romania?
3. Do you think that the shortage is due to emigration?
4. Will the shortage of health professionals in your country make the 
health establishments recruit personnel from abroad? Is there a need 
for staff import?
5. In which regions in your country the shortage of health professionals 
is particularly great?
6. Do you think that there is a steady trend in Romania for mobility of 
health professionals:
• from the rural to the urban regions;
• from the public to the private health care establishments;
• from the healthcare system to other economic sectors? Why?







• X-ray laboratory assistants;
• dental technicians;
• others.
8. Which are the most preferred countries in which Romanian health 
professionals emigrate?
9. What is attractive about them?
10. Do you think that emigration reduces the chances of the health care 
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system to effectively meet the health needs of the population?
11. Is there immigration of health professionals from other countries to 
Romania? From which countries are the most of them?
12. What attracts them to Romania?
13. How does the migration of health professionals affect the health care 




14. In your opinion, which are the main obstacles to emigration of 
Romanian health professionals? What prevents them from emigrating? 
What retains them in Romania?
15. How do you assess the role of the agencies for medical professionals’ 
recruitment?
16. Does a special policy exist in Romania as regards the migration of 
health professionals? (Is this issue refl ected in health policy?)
17. Which do you think are the main points that have to be included in the 




APPENDIX 2 Interview guides - micro phase 
2.1. Guide for an in-depth interview - physicians and dentists working 
in Romania.
1. Do you think that there is a steady trend in Romania for mobility of 
health professionals:
• from the rural to the urban regions;
• from the public to the private health care establishments;
• from the healthcare system to other economic sectors? Why?







• X-ray laboratory assistants;
• dental technicians;
• others.
3. Which are the most preferred countries in which Romanian health 
professionals emigrate?
4. What is attractive about them?
5. In your opinion, which are the main obstacles to emigration of 
Romanian health professionals? What prevents them from emigrating? 
What retains them in Romania?
6. Do you personally know (or have you heard of) Romanian specialists 
from your profession (physician, dental physician, nurse, midwife) 
working abroad? In which countries?
7. Are they working in the same specialty or in another one (incl. outside 
health care)?
8. Are they employed temporarily or permanently abroad?
9. What are the reasons making them work abroad?




11. Have you thought of working abroad?
• yes (why?);
• no (why?).
12. What retains you in this country? What are the advantages of working 
in Romania for you personally?
13. What can make you work abroad?
14. Which country would you choose?
15. Are there any diffi culties with your future professional career in 
Romania?
16. Do you think your work is adequately assessed? Are you satisfi ed 
with the payment and the recognition you obtain?
17. Do you think that if you work abroad, it will be better for:
• the opportunities for your career development;
• the working conditions;
• the living conditions;
• your family;




2.2. Guide for an in-depth interview - nursing professionals working in 
Romania.
1. Do you think that there is a steady trend in Romania for mobility of 
health professionals:
• from the rural to the urban regions;
• from the public to the private health care establishments;
• from the healthcare system to other economic sectors? Why?







• X-ray laboratory assistants;
• dental technicians;
• others.
3. Which are the most preferred countries in which Romanian health 
professionals emigrate?
4. What is attractive about them?
5. In your opinion, which are the main obstacles to emigration of 
Romanian health professionals? What prevents them from emigrating? 
What retains them in Romania?
6. Do you personally know (or have you heard of) Romanian specialists 
from your profession (physician, dental physician, nurse, midwife) 
working abroad? In which countries?
7. Are they working in the same specialty or in another one (incl. outside 
health care)?
8. Are they employed temporarily or permanently abroad?
9. What are the reasons making them work abroad?
10. In your opinion, are they satisfi ed with their work abroad? What 
retains them there?





12. What retains you in this country? What are the advantages of working 
in Romania for you personally?
13. What can make you work abroad?
14. Which country would you choose?
15. Are there any diffi culties with your future professional career in 
Romania?
16. Do you think your work is adequately assessed? Are you satisfi ed 
with the payment and the recognition you obtain?
17. Do you think that if you work abroad, it will be better for:
• the opportunities for your career development;
• the working conditions;
• the living conditions;
• your family;




2.3. Guide for an in-depth interview - students in medicine, dentistry 
and health administration in Romania.
1. Which are the main groups of health professionals for which there is 






2. Do you think that the shortage is due to emigration?







• X-ray laboratory assistants;
• dental technicians;
• others.
4. Which are countries in which the health professionals in your country 
prefer to emigrate most?
5. What is attractive about them?
6. In your opinion, which are the main obstacles for the emigration of 
the health professionals in your country? What prevents them from 
emigration and what retains them in your country?
7. Do you personally know Romanian specialists from your profession 
(physician, dental physician, nurse, midwife) working abroad? In 
which countries?
8. Are they working in the same specialty or in another one (incl. outside 
health care)?
9. What are the reasons making them work abroad?
10. Where would you like to work after your graduation?
• where you live (town, village);
• elsewhere in your country (where exactly?);
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• abroad (in which country?).
10.1. Would you like to work in inpatients’ or outpatients’ care? Why?
11. Have you thought of specialising abroad after your graduation?
• yes (why?);
• no (why?).
12. Have you thought of working abroad?
• yes (why?);
• no (why?).
13. What retains you in this country? What are the advantages of working 
in Romania for you personally?
14. What can make you work abroad?
15. Are there any diffi culties with your future professional career in 
Romania?
16. Do you think that the work in the professional fi eld in which you are 
studying is adequately assessed? Are the payment and the recognition 
satisfactory?
17. Do you think that if you work abroad, it will be better for:







2.4. Guide for an in-depth interview - students in nursing care and 
midwifery in Romania
1. Which are the main groups of health professionals for which there is 






2. Do you think that the shortage is due to emigration?







• X-ray laboratory assistants;
• dental technicians;
• others.
4. Which are countries in which the health professionals in your country 
prefer to emigrate most?
5. What is attractive about them?
6. In your opinion, which are the main obstacles for the emigration of 
the health professionals in your country? What prevents them from 
emigration and what retains them in your country?
7. Do you personally know Romanian specialists from your profession 
(physician, dental physician, nurse, midwife) working abroad? In 
which countries?
8. Are they working in the same specialty or in another one (incl. outside 
health care)?
9. What are the reasons making them work abroad?
10. Where would you like to work after your graduation?
• where you live (town, village);
• elsewhere in your country (where exactly?);
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• abroad (in which country?).
10.1. Would you like to work in inpatients’ or outpatients’ care? Why?
11. Have you thought of specialising abroad after your graduation?
• yes (why?);
• no (why?).
12. Have you thought of working abroad?
• yes (why?);
• no (why?).
13. What retains you in this country? What are the advantages of working 
in Romania for you personally?
14. What can make you work abroad?
15. Are there any diffi culties with your future professional career in 
Romania?
16. Do you think that the work in the professional fi eld in which you are 
studying is adequately assessed? Are the payment and the recognition 
satisfactory?
17. Do you think that if you work abroad, it will be better for:







2.5. Guide for an in-depth interview - emigrants (Romanian health 
professionals, working abroad)







• X-ray laboratory assistants;
• dental technicians;
• other.
2. Which are the most preferred countries in which Romanian health 
professionals emigrate?
3. What attract them in these countries?
• salary;
• possibilities for career development;
• working conditions;
• living conditions;
• health system organisation;
• other (please, specify what?).
4. In your opinion, which are the main obstacles to emigration of 
Romanian health professionals? What prevents them from emigrating? 
What retains them in Romania?
5. Do you personally know (or have you heard of) Romanian specialists 
from your profession (physician, dental physician, nurse, midwife, 
other) working abroad? In which countries?
6. Are they working in the same specialty or in another one (incl. outside 
health care)?
7. When and where did you get your medical education?
8. How old were you when you came to work in this country?
8.1 How many years have you lived in this country?
8.2. Did you live in other country (except Romania) before and how 
many years?
9. Did you work in Romania? What did you work there?
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9.1. Did you work in other country (except Romania) and what?
10. Where and what did you work after you came in this country?
11. Were necessary after you came here:
• to change your qualifi cation (if yes, please, specify what have you 
specialised?);
• to extend your qualifi cation (if yes, please, specify what have you 
specialised?);
• to learn the language;
• to learn additionally about the health system;
• to learn additionally something else (please, specify what?).
12. Is your present position adequate to your qualifi cation?
13. What was unsatisfactory for you in the health system in Romania that 
made you look for employment abroad?
14. What are the main differences between the health system in Romania 
and the system in this country?
15. What was unsatisfactory for you in Romania (except in the health 
system) that made you look for employment abroad?
16. Are there differences between the working conditions here and in 
Romania?
17. Why did you choose to come to this country? What was attractive 
about it? 
Economic situation and the higher 
living standard
Remittances to the family in 
Romania
Politic situation Opportunities for qualifi cation improvement
Better organisation in the health 
system as a whole
Better way of life and opportunities 
for family (for example children’s 
education)
Health system fi nancing Better career opportunities
Better employment opportunities Better working conditions
Occupation recognition and image Safety working place
Higher income (salary) Opportunities for self-development
Other, please, specify what?
18. How did you fi nd this work (through a recruitment agency, 
acquaintances, relatives, other)? Have you signed a preliminary 
labour contract before you arrived in this country or you started 
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looking for a job after your arrival?
18.1. If you found this work through a recruitment agency, please 
specify what (Romanian or other)? Are you satisfi ed with its services?
19. What diffi culties did you encounter in fi nding a job in this country? 
20. What diffi culties did you encounter in organising your life abroad 
(housing, work or school for the family members, language, way of 
life, other)?
21. Where is your family now?
21.1. How did your family infl uence your decision to emigrate?
22. Please, describe briefl y the procedure of your diploma’s recognition 
here? Did your encounter diffi culties?
23. Did your expectations come true concerning?




23.1. What is unsatisfactory for you in the work or life in this country?
24. Is the attitude the same to the local professionals and to you? Are 
there any differences in your rights, payment, etc.?
25. Is the patients’ attitude the same?
26. What retains you in this country? 
27. Do you intend to return to Romania? Why?
28. In your opinion, what would facilitate the Romanian representatives 
of your profession who wish to work abroad?
29. Do you think that the existing European policy facilitates those who 
wish to work abroad? What are the obstacles?
30. What would you suggest so that the migration of health professionals 
is facilitated? 
31. Are you satisfi ed as a whole with your decision to work abroad?
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